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RE: Proposed amendments to the Activities Local Law 2009 

On behalf of the St Mary's House of Welcome Board. our staff, votunteers and participants, I 

am writing to you in relation to the City of Melbourne's proposed amendments to the Activities 

Local Law 2009. which impacts people experiencing homelessness. Alongside many of our 

sector peers, we are concerned that the proposed amendments to by-laws will not only 

compound the vulnerability of those already at-risk, nor will it reduce the numbers of persons 

'sleeping rough' 

Additionally, we are concerned that the ban wilt not help solve issue of homelessness. It simply 

and prob!ematicatly shifts the problem from one area to another, namely from Flinders Street to 

Brunswick Street. 

We are already seeing the consequences of people being shifted and ·moved on·, with an increased 

demand for our services. which cater to people experiencing extreme poverty and disadvantage. 

With our limited resources and funding. we wilt not be able to meet the requests for services such as 

meal provision, shower and laundry facilities, counselling sessions, social inclusion programs and 

referrals to further support These are services of basic human necessity and we belieVe it right to 

offer them to all who seek them; however these would be rendered unfeasible. should we become 

inundated with those shifted, in accordance with the proposed amendments. 

We seek the financial support of the City of Melbourne to help us cope with the growing 

numbers of people experiencing homelessness and mental health that have been moved on 

from the CBO onto the city fringes, into services like ours. 
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Reception 9417 6497 Fundraising: 9417 7985 Fa,c: 9416 3263 
Web:www smhow.omau Email: admin@smhow.org.au 

SI Mary's Hmise of Welcome is a 
quality accT'f!dited orgom:zotton 

ABN 54 050 Z 78 754 



Should the proposed amendments to the Activities Local Law 2009 be legislated. it will mark a 

signl°ICIR l'tr1Mn on homelessness and mental health service providers in the City cl Yarra 

In this area the rate cl homelessneu ia a rudy fM tames greater than the state average. 

St Mary's House of Welcome is an Open f\coess Centre. We have an 'Open Door' policy, 

whereby any person 1s able to ac:cess available teMces, without a formal needs assessment 

and oo obigatic>n to undergo one Our pn.'Nlry oqectNe is to engage with the participants with 

a long-term scope, t1nking them with housing and hea support services, so that they may 

achieve better wef..being, and ,jndepende,t, SOC1al and communty networ1(s Meat provision is 

the primary engagement toot which enables ·US to connect with partlcipants, and provides 

opportunity to begtn to address other life issues, such as accommodation and housing 

instabilities, addiction. family vdence. mental health rssues and fsiancial distress. 

On average we support 200 people daily. Since the removal of CBO homeless camps we have 

seen a 20% tnetease in the uptake of our daity meab since January ~ 17 In January 2017 we 

delNered an extra 436 meals compared to the same per.ad tn the previ,ou~ year and an 

addruonal 222 meals in February 2017 compared to the same period in the previous year. 

We welcome· the Victorian Government's Victorian Affordable HouS1119 Strategy and Its 

commitment to bui!djng and redeveloping more appropoate social housing to support vulnerable 

Vtdonans. Our work and expertise tn the Fttzroy area over the past 60 years Indicates that 

there WI continue to be marg,nal,sed pec,ple who w,U not be able to sustain housing if offered to 

them. Peop4,e who have lived a ttfe of trauma, and distress rety on the safety net and services 

provided by agencies like ours 

As a significan1 provtder of homelessness and mental health services, it concerns us greatly 

that businesses, the communtties, local and state governments are yet to consider a 

commitment to supplement funding for 0 ~ Access Services to meet increased demand. 

St Mary's believes that the positive impacts of Open Access Services evidently and 

cornpettilgJy justify immediate commitment to additional funding. t have enclosed a copy of a 

recent evaluation, completed in partnership with Sacred Heart Mission, VincentCare Victoria's 

Ozanam House and the Prahran M issions St Kitda 101 Centre. The pro;ect was funded by The 

lord Mayor's Charitabte Foundation with the research ethics oversighted by the Universrty of 

Melbourne Human Research Ethics Committee. 

There is strong evidence supporting the notion that continuity of access to services likes ours is 

good for all St Mary's House of Welcome provides a range of ser.vices and programs aimed at 

improving wetlbeing; these include mental health and disability support, drug and alcohol 



counselling, and sports and activities groups. The evaluation report exemptiftes that one-third to 

three-quarters of participants rely on the centres to access these types of programs, ciearty 

validating their importance. Fifty-five percent of survey respondents say that they are better 

able to manage their emotional and mental health as a resutt of attending the centres. This has 

a cumulative, positive impact on the demand for social, medical services and the criminal 

justice system, and a more thoughtful, holistic approach to tackting homelessness. Many 

businesses on Brunswick Street, social welfare agencies, local police, and the emergency 

department at St Vincent's hospital can attest to the value of St Mary's, and its positive 

outcomes relating to the stabitisation of behavioural issues of marginalised peopte within the 

community. 

St Mary's urges all governments to immediately commit to supplementing funding of Open 

Access Services. In doing so, I invite you visit our service centre in Frtzroy to hear first-hand 

from the staff, volunteers and participants about their experience of service and the positive 

impact it is having on the lives of those coming through open doors. 

St Mary-ts House of Welcome 
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Executive Summary 
This proJ&t aims to better u~stand the rol4! of Open Access centres and how their servtee5 

shoukl adapt to meet the needs of their clients more effectively A key goal of the project is to 

understand the tvpes of partici~ts who use these services. Four O.pen Access centres in 

Melbourne part,capated in the study: Sacred Heart Mission {both the mam campus and the women's 

servicej which fs the lead agency involved in the pn:>ject. Viocenture, St Mary's House of Wetcome 

and Pratrran M1s.sron. All four agcnc, p,OVtde YiU1 support and service d~1very for peoplt 

expenenc.lfl8 homnss.nes.s or who are at nsk of homelessness, poverty and socfal exclusion. In 

particular, we seek to ider1tify and analyse: 

• who ,s using Open Access s.ervices; 

• whar services are b(oing used and how they connect with other programs; 

• the bP •ho t wntlCft for partanpa ~ any unintended consequen:ces; 

• :how service modets may be optimised to improve <:bent expe1'rences. 

This pro;ect is funded by the Lon1 Mayor', ChariUble F~nd~tton and has been approved by the 

Un~sity of Melboume Human Research £th1a Commlttrc. 

A prelimtnary review of the htMature to inform ,the project ,examined national .and international 

research, identified gaps rn s,tud,~ focusing on Open Access centres and est.iblished the ~nefits 

and challenges e,cpefienced bv clients who use them. Research methods used for t his project were a 

quantitative survey of a samp•t" of cheots. 40 1n--d.epth qualitat ive 1nterv1&ws with clients and 

observation of normal daily actilrity and interaction at centres. 

In relation to the project 's aims. the study's finding~ are as follows: 

• Centre chents are charactensed by high levels of past and present homeftossness, with 80% 

of the surwy sample eithef currently °' previously homel.ess, Unstable KC-ommodation, 

high lecvels of physical and ~ ntal health net!ds, and substantial physical and social isol•bon 

are common Nearly all ~rtidpants 1n t~ _sa~ are dependent on socill serurity benefits 

- particularly the Disability ~nsion - and are therefore on very low inc.omes. ct.enu .are 

pre.dommantty caucas,an, male and middle aged. with very few under 25; while 

demographic char.arterfstic.s vary across th.e four centres. 

• Survey and interview data indicate that di1mts rely heavily on co re centre services includi"I 
homelessness and housing support, crisis response and referul, allied hearth and counsellinl 

services, and s.ocial and sports programs. Then! appears to be strong in-house •integration 

between services and programs, to the extent that many clients look to centres as a 'ooe­

st op shop' for their service needs, as far as is possible. This may be le~ a choice of 

convenience and more one of necessity, for reasons of poverty and feeling unwelcome in 

mainstream society. There appears to be little transfer aw ay from centre-based services and 

towards usage of mainstream services. However, this m ay 'be an artefact of the cross­

sectional study design that only captures c\.lrrent clie nts at a point i n t ime. A longitudinal 

study would be required to examine client transfer away from centre usage. 
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• All the findings point to improved quality of life in the domains of social inclusion, physical 

and mental well-being, housing (within the constraints of a severe shortage of affordable 

housing) and tlfe skirts. Improved t!conomic circumstances appear to be unachievable for 

most dients beyond the savings they can make by using the centres' free or low-cost 

facittties and services, as the majority are on fixed income disability or age pensions. No 

unintended consequences are directly identified by the research data. Survey data indicate 

that the demand for support workers, service appointments, programs and attivities, 

opening hours and quiet space/women-only facilities exceeds the resourcing capacity of the 
centres. However, the centres do appear to be meeting the most critical need5 of their 

clients. 

• Overalt, the results demonstrate that the Open Access centres act as instruments of social 

indusion for people who otherwise experience social and economic marginaitsatlon. There ts 

sufficient evidence to conclude that afl the centres in this study function as multi-purpose 

community centres for their clients. The centres also offer much-needed services and 

facilities that their dients would not be able to access otherwise. ln respect of this, the 

centres altow for visiting and co·loated agencies to fulfil their mandates to service the most 

marginalised people in our society. n this way, Open Access centres play an integral role in 

community health and social securitf systems. 

Recommendations 

Recognising the vabse of Open Access services 
This study has recognised the strengths and benefits of Open Access centres, and their role in 

preventing adverse outcomes for clients with complex needs and disadvantages. It found very little 

evidence of unintended negative consequel'lces. Policy change on a number of fronts could impact 

on Open Access services and their dients. tr this context, the value of Open Access services n~s to 

continue to be recognised. The Open Access modet of service itself should be promoted, hightighting 
its unique approach for members of society who are experiencing, or at risk of, homelessness. The 

fact that these spaces allow people access to meals, essential services and a place to belong without 

reqUiring anything of the client, including personal information, is a key feature of their service 

delivery. 

Enhancing clients' social interactions and expanding or improving services an4 facilities 
Recommendattons for service and centre Improvements fall into two categories: enhantinc dtents' 

social interactions, and expandinsfimprovhg services and facitities. To address the fact that many 

individuals within the sampled population experience social isolation, it is Important to facilitate 

interactions among clients as well as with staff members. Continuing to encourage participation in 

activities and creating an environment conducive to social interaction is key to this. ln addition, 

further incorporating client feedback into tlle improvement of services and facilities wifl continue to 

improve dient satisfaction. These strategies can be expected to lead to better client outcomes. 

There is no evidence from this research that changing the overarching service models would 

necessarily lead to better client outcomes. 
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Developlag 5Ystematic approaches to reducing s.arety threats 
Dursni tht' consu1tat'ion phase of the proj~, W()(1<.ers at the Open Access centres identified a 

num~ of programmatic proposals je g changing meal timesl and chent management propOsals 

l e-& werrvna Mid utessina attendee vulnerability) to help reduce pote.ntl.J sa-fety issu.s Whtie 
exteffitve s.~ procedures exist .tt Open Acc~s centres, t:ht' strat~ies used' bv ·cffltre staff to 

ma."laf! m 1'0I' rw and ~u are ~dom re~, inciud1,. commuNc.Oon of these 

procedures b.tween centres. A mo~ system.rtlc approach to doa.tmeotmg these strategies may be 

helpful in un~rstanding their effectiveness and ad1usting to chtnging client populations. 

Promotfn& the role of Open Acte-55 centres in providlq integrated care 
The studv showed that Open Access centres are seffl as a 'one-stop shop' to meet their clients' 

llH'ds They provide a bf~d range of heatth - in.duding alsed health - and soc:iaj sffllius. Current 

reforms assoc.ated with t Nat,o I D1sabi11ty Insurance SC~ml!. aced care and mental ~alth 

focu, on the provision of integrated care.. Open Ac-cess seMce leadership in this area should ~ 

h~ed. partkui.fy for dients wfth complex nttds. Thforefore, tt is important that the system be 

recognised as senring a dual pUrpose within the community: 

1) Open Access services are leaders in integrated u re , providing a one-stop shop for 

~ine client needs; 

2) Open Access s~es support clients in reaching th .r full pott-ntiai. encoU'rage capacity 

buildmg and enab~e clienh to graduate from the system altogether. 

£naa&ina with policy cha111e 
The Natlo~J Dtsabhty ln~rnnc:e Scheme (NDfS) a1ms to provtde integrated can~ for people with 

disabifities undef lhe age of 65, and enwmpasses re.forms in aged care and ~nt.al health. Among 

d ,ents tn this ~Oifaphk:, Q1% were on Oisa tv Pens.ons Of these, 10% reported a physical 

,Uness, 29" a mental 1llness and 40% both a ment.al and ~al iDness. These ff.gUres were 9.9", 

25.2% and 23.8" respectJVeJy for chents under the age .of 65 who were not in recetpt of a Disability 

f>ension Tbis may suggest there are eligibte d ients who are .currently not rect!Mrig benefits. Given 

the outcomes framework under.pinning the NDtS, 1t wot.Id also be recommended that Open Access 

centres continue the proce ss of developing their own outcomes frameworks and measure their 

impact on diaits m order to be alig11~d with the policy changes. 

Open Access centres need t o ensure that .»I eligibie dients are a-ccessing new schemes and that 

these sc.~mes are mduded as part of a client' s care. It ·is also important to ensure that funding -is not 

eroded to the extent that eligible clients are no tonger able to receive care. 

Client eligibility and funding implications associated with the NOIS are still unknown. However, 

consultation with Open Access cent res in pilot sites may provide important insights, in order to 
better inform responses. 
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Introduction 
The Open Access or 'drop-in' model of service for people who are experiencing or at risk of 

homelessness ptays a significant role in ergaging the most marginalised groups in our society, 

facilitating access to services alongside addressing homelessness, sustaining recovery and 

maintaining housing outcomes. 

Australia is currently undergoing a major process of reform in the funding of social and community 

care. This has included major changes to the Health and Community care (HACC) program and 

introduction of the National Disability Insurance Scheme (NOIS}. NDrS has been implemented in 

stages and commenced operation on July 1, 2013. The National OiubiJity Insurance Apncy (NO!A), 

which was formally known as Oisability(are, is the government agency responsible for the NOtS 

(Mendoza, 2013). The NOIS is s<heduled to oe rolled out progressively in Victoria over a three-year 

period from July 2016 {OHS, 2016). By July 2019, it is estimated that 105,000 Victorians wm have 

transferred to the scheme. The policy affects people currently receiving disabHity support, and some 

who are receiving Home and Community Care Services (under the age of 65) and Mental Health 

Community Support Services (MHCSS) {OHS, 2016). 

In addition to the reforms associated with aged care, significant changes have emerged in the 

mental health sector as the govemmenH.1nded MHCSS transitions into the NOIS. According to 

Victoria's 10-year mental health plan, "The 'JDlS will significantly increase the number of Victorians 

with psychosocial disability who receive support, and change the way support is provided. The range 

of support services avaitable will be far wider, and Victorians with psychosocial disabitltv support 

needs will be able to choose the support and services they receive to meet their individual needsH 

(DHHS, 2015). However, questions have been raised by not-for-profit organuations previously 

responsible for the delivery of the MHC5S about the incorporation of mental health services into the 

NDIS. Of particular concern were both the shift to the consumer-driven model and the fact that 

Victoria is the only state in Australia that plans to transfer all funding for specialist mental health 

community support and rehabilitation services into the NDlS {Mt felfowship, 2016). 

At the same time, Open Access services have experienced decreased funding in the context of 

mentat heafth reform, and their rote in this changing landscape is increasingly unclear. This has 

created an imperative to better understanj the role of Open Access services in providing care to 

vulnerable populations and how the services should adapt to better meet the needs of their clients. 

Our research partnership consists of significant service providers in the provision of Open Access 

services, including Sacred Heart Mission (two services) as the lead agency, VtncentCare (one service), 

St Mary's House of Wekome (one service] and Prahran Mission (one service). These partnerships 

witl assist with the recruitment of people who are homeless, or at risk of becoming homeless. Our 

focus is to understand who uses the Open Access service, what kind of services are being offered 

and accessed, and how these sef\lices connect with other programs. We also aim to identify and 

understand the benefits accrued by those using the Open Access sentice and identify any 

unintended consequences of visiting them. 

A key aim of the project is to understand the types of participants who use these services. All four 

partner agencies operate Open Access-type services within Melbourne for people experiencing 

homelessness or who are at risk of homelessness, poverty and social exclusion. 
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The Open Access services 

Sac~d HHrt Mission 

Sacred Heart Mt&ston asSJsts those who are exJ)61encme a range of complex 1ss~s. such as 

~ ess, chronk health conditions, mental •llnhs. Iona-term une~t, social isolation, 

su~rice a~ ind trauma . It worb to bu4d people I upa,aty to ,parti~e more f~ in 

communrty t,fe by addres.s,ng the underty1ne causes of deep, perststent dis.advantage and social 

exdusion. 

~ttM OCN!Bles two Open Access services, Sacred Hean Central 10d the Women's House, both 

located in themoer-dty area of St Kilda. 

The servias include a meals program, resource room duty St''MCl', cnsts ;ntttvent1on, fntensiw ~ 

man.igement, path-~ys to economic partKip:ation, compfement.-y he.ilth wn,,cas, a GP dlflic, 

short-term cr,s;s at-commodabon for women, a support~ rooming house fot pe0Slle llfith lore term 

homefess and compie)( nttds, In-home su.pport fflabltng the frail .rnd elder1y to remain i:n their own 

homes and residential agNi care Through 011-sit:e partnttShjps ~ organisabon also provi~ 

akohol.ano other drug support and hnkiiges to ment.11 he~b servtces and use managemen't. 

The muls program 1s open every d ay of t he year and serve-. about 17S,CXlO meals annually. 

UnitingCa~ Prahran Mission-St Kilda 101 

The St Kil da 101 Engagement Hub ,s a program fof adults ex.pe~ severe and enduring menu l 

tll ~ atth. It offers a11 open, accessibte and welcommc ~-pace .1-nd a nort-st1&matis.int environment for 

its pan.cipants, staff, u rers and volunte~s. The 'drop-in' ~ments. which~ of our participants 

find essential since they are difficult to access elsewhere, indude the meals program, ~undry and 

shower faolmes, .and a spac_e to chat and relax. Funding is pnmded throuct, dOll'la\~ and locat-arwl 

sUte ,~ent sources Individual 0 1ent Support Packa,es fund~ t tnouch MHCSS are also 
prCMded on site. The soft entry, open-door approach poteo'tiaJ/y enable", a more effective str~ ­
based partictpant ,ourney. 

The St -Kilda 101 Engagement Hub also provides strength-based Pfanned Activity Groups (PAGs). 

These indudt- d rama, cooking, art, gardening and a worMn' s group, The hub also offers parttclpants 

a deeper ievel of engagement than traditiona t 'drop-in' supporu, and part1apant involvffllrnt in the 
planning and delivery of these groups ~s actively sought The groups support soda! indusion, 

community participation and the enhancement of people's indepeode~e. through engagement 

wrth their sktlls and desires. Further exploration of parbdpants' situ ations, needs and goals emerges 

organicolly from participation in groups, which provide opportunities to supporting people In 

;iccessing the more formalised Individualised Client Support Pack;ige. 

The St Kilda 101 Groups Program provides a safe and inclusive space for adutt.s experienc,ne ~vere 

and enduring mental ill health to engage in a range of activit ies and supports . These are designed to 
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address barriers to independence and cofflfTlunity participation, which mental illness can produce. 
The program offers participants a platform for socialisation and for accessing activities and 

experiences they otherwise may not. It also provides the opportunity to develop skills and 

knowledge in specific areas, as identified by participants, so that they may increase their 

independence and well-being and achieve their recovery goats. 

St Mary's House of Welcome 

St Mary's House of Welcome (St Mary's! is an Open Access centre for some of the most marginalised 

and disadvantaged people facing poverty, homelessness, drug and akohol problems, social isolation 

and mental health issues. It is located in the inner suburb of Fitzroy. St Mary's offers various 
supports and services for service users accessing both the Open Access centre and structured mental 

health programs and activities. 

The St Mary's Open Access centre provides a safe and welcoming space in a community setting. 

Services include a meals program, access to showers and hygiene products, and emergency relief, 

plus information about and referral to more specialised community and clinical services including 

legal, housing, financial counselling, mental health and drug and akohol support. 

The structured activities and programs offered through its mental health services focus on eight 

main areas of an individuars life; in-house activities, recreational, work/education, social and special 

events, CALO-specific groups, cross-cultural outings anti key worker support. These services are 

designed to reduce social isolation and encourage positive relationships and a greater sense of 

inclusion in the community. St Mary's meal program provides in excess of 40,000 meals annually and 

provides over 30,000 episodes of support to those most in need. 

VincentCare Victoria {Omnam Community Centre) 

Ozanam Community Centre Is part of VincentCare Victoria's Inner Melbourne Community Hub. The 

centre provides holistic support to men and women who are homeless and/or disadvantaged, 
aiming to provide a consistent, safe and comfortable environment for all. For some of the most 

marginalised and isolated people who '!re unable to access mainstream services, Ozanam 
Community Centre provides a sense of community and a diverse range of housing, health and 

welfare services in collaboration with sector partners on an oA8Qing basis. The centre facilitates 

engagement with a wide range of internal and co-located external services, aiming to generate 

stable and sustainable living, autonomy, we l•being and community connectedness. 

On-site services include initial assessment and planning (housing response), alcohol and other drugs 

counselfing, Intensive case management, financial counselling and capacity building and a client 

volunteer program. Service partnerships include Centrelink, Inner Melbourne Legal Service, Inner 

West Outreach Alcohol and Other Drugs, CoHeafth: podiatry clinic and dietitian, Homeless Persons 

Program (RONS), homeless person's dental dinic, optometry clinic, GP clinic and gamblers help. 
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The Open Acc_ess program provides two meal se rvice s a day (breakfast and kmch) for ,up to 200 

people, tea and coffee fac.i,ties, shower and laundry facifities, a postat service, storage si>~. li>rary 

area and computer access. Planned activities include a music program, art therapy and recreationaf 
act1vrtres. 

Aims 
The O~n Access or '-drop-m' ~I of servk~ for homeless people ptays a s'IJ'l,ific:ant r~ i.n 

engagina somr of the most marginalised members of society. It facilitat~ ac.c.ess to services as well 

as addressing ho~sness, sustaminc recovery and helping maintain houS10g outcomes ~ 
Auess seMces atso create condit10rn tllat enable positive social and culturilf e,cchange and 
inclusion. 

In genet"al, Open Auess services are charactertsed by an 'open-doot' pohcy where each person ,s 

welc;omed to access the availabje services without assessment of need, -'ithout ~iption to 

contribute information about themselves or their situatio n, and generally, without an ,appointmern 

Services offered may 1nduae .riuls, ~. clot:h1t1L practical advice and 'Slipp()rt, medical and 

mental he.11t'll support, 1nformat1on and advice, all provided in a safe and supportive erwirooment 

that facilitates connea ion and wpport It as und~tood that meeting bas,c needs creates sufficient 

relief ·from immedQt~ pres.sures, enabl ng particip-.mts ,to consider other ispects of thev 

circumstances (Meagher. 2-008). 

The Pf•mary lntel't of t ~ Open Access model of service 1s to, over tim e, engage the per-son In a 
trusting relationship with the sennce that provides a purposeful opportunrty to introcluu t hem to 

more st ruct ured services and support . f ree or subsidised meals ..re often provided by~ Access 

centres as a primary engagement tool for those who otherwise would not acces$ services. More 

formalised services may 11'\Clude sklll budcUng. support groups, recreation activlt~ lndMdu.d~ 

support and advocxy throutfl ca~ manage.ment, reftmals to other ~rvice provi~s for specialised 

servtees ~such a:s substance use programs) or othe1- set'V!Ces not provided by the organiabon CC1\Sf5 
accommo<fation, tranSJtJonaJ t\0U51fl& or supported housing). 

This project brings together ~cntf1cant serY1ce providers in the provisjon of Open Access servk.es 

inciuding Sacred Heart Mis~,on (two setvtees) as the lead agency, VincentCare (one service}, St 

M ary's House of Welcome (one service) and Prahran mission (one servi ce) . 

This study explores peopte·s expe nen-ces of Open Access services and a ims to identify and anafyse: 

• who is USlll.g Open Access services; 

• what serv1ces are being u sed and how they connect with other prog, ams; 

• the benefits of the services for part.icipants and .my unintended consequences; and 

• how service models may be optimised to improve client expe rie nces. 
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Literature Review 

Background: What are Open Access Centres? 

Open Access centres are an important resource for homeless and marginalised people. They are a 

place where the socioeconomicatly deprived can go to socialise, shower and obtain social asSistance, 

as well as important sustenance (Healthcare, 2016}. They attempt to counter many of the daily 

stressors of homelessness and poverty in a physically, socially and emotionally safe place that 

minimises the triggers for each client. They have the potential to facilitate enppment of homeless 

people into treatment and connect them back into mainstream services (Slesnick et at. 2008t. They 

generally adopt a non-institutional approach, in contrast to traditional mental health or social 

sentke institutions, offering a range of services that rely on models of self-help and self­

empowerment (Brenton in Grella, 1994). Ke\' aims indude: 

1) improving the pervasive social isolation experienced by homeless and marginalised 

people; 

2) promoting their learning of social skills; and 

3) building self-efficacy and self-esteem. 

The centres provide a supportive environment and caring staff, as well as a loose and flexible 

structure. This allows them to cater to the needs of those with a history of victimisation, fear and 

distrust of others, and mental health problems, gradually integrating them into social service 

programs {D'Ercole and Struening, 1990 in Grella, 1994). 

Open Access centres are highly varied in ter-ns of their type, stated goals, funding arrangements and 

service provision. According to the literature, however, Open Access centres tend to adopt one of 

three approaches. The first approach is the spiritual/missionary approach that asks little of clients. 

The Open Access centre is created as a sane::uary that offers acceptance, tolerance and containment. 

The second model ls a social work approach that provides a place of rehabilitation and change for its 

dientele. Here, participants are encouraged to change their circumstances through the targeted 

interventions being offered. The third model is a community development approach. This model 

looks to empower individuals and attempts to support clients in utilising their own and their peers' 

resources {Meagher 2008}. Drop-in centres in Victoria tended to emanate historically from the first 

approach, and can be seen to have developed into the second and third models. 

A common feature of all models is the focus on improving stability for participants, particularly in 

areas of housing and income (Meagher, 2008). The literature mostly focuses on the second type of 

model, and this formed much of the basis of this review. The types of services vary in terms of 

provision. Some offer very basic services such as food and shelter, while others provide more 

complex multi-service offerings {Meagher, 2008). The benefits of Open Access centres can be 

constructed as the proximal benefits arriving from services that arise from the Open Access context. 

In addition, more distal benefttli associat~d with connecting peopie with community and other 

services are garnered. As Meagher points otJt, ascertaining the success of such programs is 

challenging given the long-term nature of objectives that occur only in the last stages of service. 

Thus, while obtaining a sense of the incremental progress that is typical of participants is Important, 
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it is difficult to capture (Meagher, 2008). Meagher advances that while this modef domin.1tes 

thinking in the literature, it is limited and can 1be misleading. Analysis of primary research points to 

the fact that most Open Access centres subscribe to two aspects of the models. and some work 

within ail th,~ m some way He argues that these models c.an be better understood ;u "elements of 

a spectrum of .services th.It Open Ac~sss provide, with each Open A~c~s centre cowting some 

l)Ortton of that spectrum" (Meagher 2008). 

~rvice Provision 
Attemiilr!c:e at Open Acee$$ centres Is gen.erally diffkult to ascertain given t~e inonymous nature of 

service provis,on. De Rosa's (1999~ youth-spec1fic study found that while determinmg the specific 

numbers of attf!ndtts was diffk1'1. 78~ of homel~ VQUth reported ac.ceuin& ~rvit.H at Open 

Acces.s centres, ,compared with onfy 40% at. she1t~s. Thus, Open Access centTes !)fay a vital role in 

the provision of services, including food, clothing, showers ,md liundry (SJesnidc, Kan& Bonom~. and 

P~topnlk, 2008) as we11 as other types of pr-OYisfons, to facilitate the life experiences of homeless 

people. These ,may include.: 

1. Basic sustenance. 

• The abiltty to obtarn food 

2. Social induston: 

• The •btlity to form and retain fe-lat10oshrps 

• Increases in the range and type of rf'ta1ionc;.h,ps 

• The strengthening of interpersonal skiJls 

• Improved communication skills 

• The ability to be reaHstic 

• The ability to express emotions appropriately 

• The ability to manage conflict 

• Acknowledging othf!rs 

• Decreases in temper CK violence 

• Reductions in self-harmful and 'reckless behavlOUr 

• Reduction of drug or alcohol use 

3. Health: 

• The abilify to sustain physical health 

• Improved mental healt h 

• Improvements m memory and mobility 

• Psychological and cognitive benefits (m~nimising co nfusion and disttJrbing thoughts; 

improvement in concentration) 

4 . Financial independence: 

• The ability to find work 

• The ability t o manage money 

5. Life skills: 
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• The ability to manage day-to-day life 

• The abHlty to manage household responsibilities 

• The ability to complete tasks 

• Pursuit of educational and recreational activities 

• Daytime activities, and the extent to .vhich such actMties were deemed 'useful' 

• The development of self-confidence 

• The development of independence a 'ld autonomy 

• Motfvatlon 

• Goal setting 

• Increases in satisfaction and in access to information 

(Meagher, 2008) 

Jlamt Health 
Much of the literature on Open Access certres focuses on the mental health status of homeless 

people in attendance. Tsemberis et al. (2003) show how centres provide opportunities for 

individuals experiencing serious mental ilhess, given their propensity to be faced with man11 
negative outcomes including depression, frequent hospitalisation, suicidal behaviour, dysfunctional 

family relationships, victimisation and abuse (Tsemberis, Moran, Shinn, Asmussen, and Shem, 2003). 

Demographic analysis of Open Access centre clientele suggests that clients attending Open Access 

centres are likely to have active substance use problems, histories of violence, prison records, 

histories of refusing treatment and idiosyncratic or problematic behaYiours (Tsemberls et al., 2003). 

These predicaments are exacerbated for those living on the streets. Yet, in spite of their muftiple 

needs, programs report extreme difficulty engaging this population in traditional services. Open 

Access serw:es are specifically designed to 1ddress the reasons that individuals living on the streets 

with severe mental illness may be reluctant to engage in the traditional programs designed to assist 

them fTsemberis et al., 2003). 

Safety 
A common goal of all Open Access centres is the provision of a safe, warm and welcoming 

environment. The issue of safety was not a primary area of focus of many studies, with th4! 
exception of perhaps Johnsen et al. (200S) However, it was a commonly occurring minor theme. 

particularly in articles talking about vulnerable populations' use of Open Access centres. The matter 

of safet)' was mentioned frequently as being Important for both staff and clients. Open Access 

centre5 tend to be located in "run-down inner-city areas characterised by high tevels of crime, 

prostitution and illicit drug use" {Johnsen, doke, and May, 2005). This presents Issues concerning 
the safety of both staff and service users who traverse such spaces to access Open Access centres. 
further, according to Johnsen et al. {2005), the stigma around these types of urban locales tends to 

reinforce negative perceptions regarding the value of individuals needing to use the services at a 
time when th4!ir feelings of self-worth are already low (Johnsen et al., 2005). With respect to 

concerns for staff, as Johnsen et al. (2005) advance, "centre providers are resigned to the fact that 

they may {indeed are highly likely to) encounter dirty or ill bodies, unpredictable behaviour and the 

trappings of lifestyles revolving around drug dependency. Although incidences of theft, violence or 
disposal of drug-related 'gear' on the prem·ses tend to be few and far between, these are realities 

that the majority of day centre managers face at some stage in the course of their work". 
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The Idea of public space was an tmportant subtheme to e-rnerge in the work of Johnsen et al. (20051. 

These authors show how literature on publK po11cy polnb to the fact that homeless people are 

mcreasmgty rendered ·out of place' in pubhc areas as a resutt of their presence 'disturbiog' the 
aesthetics of the urban e_ovironment The ioclusroo of homeless peof)k! into what has been 

describe<! as 'prime' city space (P~ncan 1983} becomes a point of concern for wider society, as the 

supposedly 'spoiled' tdentmes (Goffman 1968) of hom~ Ind VlduatS might in some way 

contaminate such spaces and, by e~sion, the 1dentittes of others usmg those spaces {Johns,m et 

al., 200S), This has led to the development of punitive pol.icy measures targebng those experiencing 

homelessness in a number of cities across the USA, Canada and 8fitain. As a result., measures to 

control and contain the actJvit:ies and movements of homeless people can be witnessed (JohnSi!!n et 

al., 200S). This has led to an increasing focus by urban geographers concerning the rise rn charitabfe 

care available to those elCperiencing homelessness, exemplified by night ~fters, hostels and Open 

Access centres th.it have emerged to prov•de baste support services. Thus, the importance of Open 

Access centres in creating a r-efuge or sanctuaries for homeless people is apparent. 

Literature Review Methods 

The purpo~ of the llter a tore rev,ew ts to examine natro-nal and international research to situate the 

proJect and examine the gaps in studies focusrng on Open Access centres. Specifieally, the study 

sought to establish t he benefits and challenges experienced by clients who use Open Access centres. 

Of particular interest wefe stud.es that considered the impacts of Open Access centre servkes and 

theory underpinning the!>e facilities. A search using the 'key terms 'drop-in' (and n.iming varieties) 

and 'ev.lluation' and 'homeless', using Search Ofsco~ry, obtained 130 hits. From that, a manual 

search prQduced .19 htts that were within scope A more systematic approach was also developed 

with t~ Mlp of a 'librarian using a similar w-rsion of t he se-arch t~ ms used in M~ap r's (2008) 
paper. However, the study was not replicated exactly, and certain parameters were omitted &ivffl 

their lack of re1ev.1nce, for example, identity markers suc:h as 'native people', 'people of cotour' and 

so forth were not iricluded as qualify•ng terms. The following search strategy was employed in 

Sociological Abstracts, Social Services Abstracts, EalC, CINAHi., Academic Search Complete, Web of 

Scie11ce, Medlme and PsydNFO: 

Table l: Search stroteoy 

I 
AND 

"evidence basad pnctice•" or "&ood practice•" or "best practice•" or meawre• Of evaluate• or outcome• 
or resettle• or pathway• 01 "secure• ,housint" or "social networtc•· or "50Cial support•• or "find• housint" 
or "community bulldinc" or "community development" or outreKh or "settlement MlfVice•" 

Articles were coded initially to ascertain their relevance to Open Access centres. Studies chosen for 

tn,depth analysis presented either a benefit or a challenge to Open Access centres (the organ~sation, 

staff or cOentele). The benefits descrfbed by the literature included !>ervice provision, access to 

housing and skins development; while the major challenge discussed was funding. Because of the 

nature of the studies and the wider literature they form part of, their relevance varied. The following 
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table describes the inclusion characteristics for the specific benefits or challenges outlined in the 

literature. 

Table 2: Inclusion criteria explained for beneftts/challenges themes 

Healthcare 
interventions 

)( 

Housing 

X 

Skill 

development X 

funding 

)( 

A study was deemed relevant if an intervention was focused 
on health and discussed an impact to the target population. 

This category was more descriptive. Any study mentioning 

housing in its abstract was included to get a sense of clients' 

experience of housing. Studies were deemed Irrelevant if they 

were simply referencing another study in the sample. 

A study was deemed relevant if an intervention was focused 

on the development of skills for drop-in service dientele and 

induded an impact. -·----------------
)( Any study that discussed funding in its abstract was included. 

There was some overlap across categories. For example, some skiffs development programs had an 

impact on housing attainment (Nelson, Gray, Maurice, and Shaffer, 2012) or the proVision of services 

such as housing assistance and client satisfaction (Sosin, George, and Grossman, 2012). Other 

literature reviews or systematic reviews were not used for the analysis, but helped inform the 

background or methods. 

The grey literature was also reviewed following the recommendations of the advisory committee 

and conducted using a hand search. Studies of this nature were only included if they fitted the 

inclusion criteria. 

14 



= I 

J 
J 

• • I I C ! 

· I I - l.f'' 
J I I• 11 !IJ11,.1 
I I ! ~ ~ ~ 



Literature Review Findings 

Benefits 

Healthcare Interventions 
Since suspicion of authorities and institutions can be a barrier to engagement into health service 

treatment, many studies have found it critical that the engagerrrent process be&in in a safe, non­

threatening environment (Zerger, 2002). Health was one of the most frequent issues Written about 

in the literature on Open Access centres, ..vith more than SO% of articles having a health focus 

according to an analysis of abstracts. Many heafth promotion interventions that target people 

experiencing homelessness, ranging from sexual health safety (Oasari et at., 2016; Martino et al., 

2011; Tucker et al., 2012; Wi~trobe et af., 2013) to dietary patterns and food 50\frc.es (Evans and 

Dowler, 1999; Tarasuk, Dachner, and U, 2005) to cancer screening (Heyding, Cheung, Mocarski, 

Moineddin, and Hwang. 2005}, take place ir Open Access centres. Bantchevska et al. {2011} discuss 
how homeless people comprise a vulnerable and disenfranchised group who experience social 

exclusion and inadequate access to health and social services, and are at greater risk of violence, 
sexual assault and other trauma. Specific subgroups, St.1th as youth, are even more vulnerable. 
Therefore, the use of Open Access services as a means to engage marginatised communities in 

health services was a focus of the literature (Bantchevslta et al., 2011). Aside from the frequent 

theme of health benefits, the qualitative study by Biederman, Nichols, and Undsey (2013) revealed 

the theme of being 'cared for' and social support - In contrast to routine support - Is important to 

participants' experience of service provider encounters (Biederman et al., 2013), 

Of the 91 articles found within scope, acco·ding to an abstract search, 17 articles explored various 
types of interventions. Of these 17, a further 12 explored whether Open Actess centre interventions 

have direct impact in terms of health promotion initiatives. The types of interventions being 

evaluated induded: 

1} individuat-focused therapie5 such as brief motivational interventions; 

2) communitv reinforcement approacl-es, and knowledge and skills training; 
3) broader interventions such as family therapy, support groups; and, 

4) shelter-based health care and housl'lg programs. 

Atl 12 studies reported statistically significant Of other incremental benefits of treatment services 

obtained in Open Access centres compared to pre-intervention figures. This supports other literature 

reviews that analyse existing evidence on interventions. For exampte, Xiang (2013), examining 

specificalty the Issue of substance use preblems among homeless youth, found that participants 

reported improvements in substance use outcomes over time in most of the studies. However, as 

this study found, ascertaining the superiority of a speciftc Intervention is difficuft to determine. This 

is because of the heterogeneity of the inte'.'Ventions and the fact few studies have been conducted 

on each intervention (Xiang, 2013). Although, implications for practice and research were frequently 

a point of diseussion {Xiang, 2013). 

Some of the types of examples of successful Interventions include Magee and Huriaux (2008) who 

took at a women-specific 'Ladies' Night' program in an Open Access centre. Their study found the 
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program was successful in redtJcing harm, fostering positive change and promoting health, desprte 

the challenges of the social context of participants' lives and resource limitations affttt!fl8 servtee 

provision (Magee and H.uriau) . 2008). Slesnick e t al. (2009) explored the impact of community-based 

~rvices and tre_.t~ nt interventions de signed to intervene in t he Uves ot ~w.llY and home1ess 

youth. They found that homcJess youth can be engaged into treatment and r~ favourably to 

intervention ~om. tteyd1na et a l. (2005) looked at a breast screening in~klo for homeless 

and mentally ill wome1' . They showed how there was an increased u-se of mamm01raphy in a group 

of disadvantaged women who were dients of an inner-city Open Access centre. 

T al* 3: Su,r,,nary of~ ttploi(mg Md/th core mterventJoru 111 OPffl Accl'SS R1VlttS 

~r~ 

l~te 
assoctatN! 

c'Nnp 

sex n sk 

and 

factors 

with 

nsk 

that., coml*'H to the cont, ol g..oup, the inter,ention 

~ignlficandy increased participants' HIV knowledge. 

Cunnincfl~m et al. 

(20071 

Medka1 outrea'Ch 

progr.am targeting 
HIV,inft>cted 

individuals 

USA 'Pat imts It~ ;appointmeRts more frequently when 

the't' we,-e walk-m Of same-day appolntm•nts 

(compared with ftttl.ll'e ap.l)Ointmfflts), when they unstably hou!.ed 

~Inf 
12005) 

al I Breast screening 

Maigtt and Hur~ux 

{2008) 

Mcuy et al. (2015) 

specific services 

I A 12-weet< Dialectical 

~haviour Ttiffl!py 

(08T) intervent ion 

across two Canad1• n 

$ervice agencies 

p:rcwiding Open 

Access. shefter and 

transn1onal housing 

to street-involved 

vouth in order to 

alleviate mental 

health challenges and 

to strengthen 

resilience 

Homeless and Canada 

mentally ill 

women 

Women 

Street 

involved 

youth 

USA 

Canada 

17 

; were ·at a community-based cwpntSation', ~ n 

Acces s centre (c~td With ..,oor,a occu~ncv 
hotets, or when <na~ by non-~ pr~rs 

~ •'IOrngs demonstrate tht ~nca of 
program-rd ated ch¥aaenstia lfl heallti services' 

' deitvery to mar1.1nalsed ~ . 

The ptOgram pro~s safety and social support to< 
I part,ci:parts. fosters pos,itiw change and promotes 

hfitth 
Oven1U resuJts demonst rate that ~ who rectMd 

the DBT im~nt,on showed significant improvement 

in menta l 'he.alth chaffenges te.g. depression, 
j ll~essne ss, and anxiety), as well as significant 

, ,mp rov~ment in resifience, ·self-esteem, and social 

connectednes5 immed iately post-intervention. 

Pan icipants in the wait -list control did not 

! demonstrate significa nt improvement on any of the 

s.tudv outcome measures. 
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Norton et al. (2014) COmmunitv-based Women's USA On-site educational intervention improved both 

Hepatitis C Virus Open Access knowledge and acceptability of HCV testing and care. 

screenings centre 

attendees 

Slesnick et al. Comprehensive Homeless USA Youth can be engased into treatment and respond 

12007) intervention for youth favourabty to intervention efforts. 

hornele!is, street-

liVing youth that 
i addresses substance I use, social stability, 

; physical and mentiJI 
I health 

Slesnick et al. I The impact of c.ase Homeless USA Statistically sipifieant improvements were found in 

(200&) ! management and youth substance abuse, mental health, and percentage of 

: irn:hidual t~rapy days clients that were housed, up to 12 months 

I offered through a l)OStbaseline. Decreased akohol and drug use was 

drop-tn centre for associated with an incre.tse in housing. However, most 

: homeless youth on youth did not acquire permanent housing, and 
l 
! sllbstance use, education, empk)yment, and medical service 

i mental heatth, utilisation did not slgntficantly change over time. 

l housing, education, 

employment, and 

I medical 
utilisation 

care 

Slesnick et aL Community-based Runaway and USA Homeless yotJth can be engaged into treatment and 

{2009} f services and homeless respond favourabty to intervention efforts. 

, treatment youth 

interventions 

Slesnick et al. ' Engagement in Homeless USA Findings indicated that youth prefer Open Access 

(2016) ' services at shelters, youth centre services to the shelter. The Open Access centre 

: clinia, Open Access "nkage condition was associated with more service 

: centres and other linkage overall and better alcohol and HIV-related 
' programs. outcomes than the shelter linkage condition. 

Story et al. (2014) Influenza vaccination Homeless UK A cross-sectionat survey was carried out in 27 separate 

adults homeless hostels, day centres and drug services. 

Uptake of vaccination In homeless 16 to 64-year-olds 

With a dinieal risk factor during the 2011/12 influenza 

seasoo was 23.7% (95" Cl: 19.&, 28.3) compared to 

national levels of 53.2% texcluding pregnant women). 

Tucker et al. (2012) HIV prevention Homeless U$A More positive condom attitudes and access was 

program youth needed. 

Xiang (2013} Substance use Homeless USA Participants reported improvements in substance use 

problems youth outcomes over time in most of the studies. 

Housing 
Pathways to housing (or conversely, out of t ousing into homelessness) as weJI as the hous.ng status 

of ctientele were two key issues discussed in the literature. Stxteen articles had this theme as a focus 

of their study. It was shown that Open Acc:ess centres facilitated reintegration goals by providing 
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access. to .i soc1al servtees worker or use ,of commt.Jntty servtee s These factors were mDf"e likeJy to 

enSYre an extt out of homelessness. On the other hand. loc*q at patt>w~ to h.om:elessneu, Buder 

and we .. thttlry show t,ow pi.,ot.a1 Issues such as relat l.omh4ps, res11ifnu to h.Jrdship and att~mpu 

to ma.ntam l'Q'm let •r~ ~ , Sut'lt for l WOPlffl they lntf>fVleWe'd ill thctr research sample. Ther 
study cemon strated that mterviewe-es tended to describe th f~ '1hout ulf-bJame, yt!t 

displayed an awareness of th-e discrimination they encount~ (But ler ..lnd Wuthe-rtey, 1995). The 

4uthcrs suggest th.at ~fi ban$ of homeJes.sMss are arbrtrary, and a lad of adequate policies on 

income and housing perpetuat~ the probk!m {Butler and Weathertttv, l99S). 

In the drsceus!Jon of housing, onty one study provided a comparat ~ .tppf<>ach to understanding 

~c~ th.tt f-..cilttated t ransHioning to housing. Open Acr.t!'ss sennces were shown to po5itlvefy 

impact dients' ex.per-iences of attainina hOUSkl& However, McBride et al. (1998). in the ir exploration 

of ~s of the duration of homefess s~k. fOl.lnd ttut ~ who, r~ as~Ne 

CO"llmuntty treatment exit~ hom~sMSs more ~tenl'i ~s who r«.iwd 

br°"er~ case management, outpatient treat~ nt, or serveces from ~n Open Aaess cent-re. On the 

othef h.,,-,d, i more recent study by T~rfi rt al (2003) found that a11 ~ Access O!ntre that 

eJffllinated bamers to aocess to ser.vices was more successtUI t han cont rol Pf'oVall\S in reducing 

hometessness, which included housing seM ces Then•fore. the hterature was inconclusive on which 

services prOVlded the best aven ues fOf accessing housing. 

Table 4: Summary of articles explori~ the the~ oJ hotnr~ for ~n Acuss a!ntre cwntelt 

· It rs suep~ ttut ct.ti 

l a~quate pc,f1c- on tneOl'M and houdnc ~pmqtes the problml 

f itJpatr>cl ­

l.ewi$ f't 

(2011) 

Horne¼ess people C.in~d.i, 

ill. wrth mental 1 

d&Mss 
dt~,lrge was e:HiKt,w tn ~ wstainf!d housing For hom4!1Hs 

pe-09le with substance abuu! ,ssues o, conrurre~t disorders. PfOVlSIOfl of 
housma w~ auoctated w,th c:»crosl!!d s.Jbsunc@ uw, re.apses from 

peno,d~ of subst.lnce abstmenc.e .-id ~Ith servtUS utiliutiOfi, and 

tncrt>~ed houstna ten.l>re Abst inent dependent housflll wn mor-e effectiv.e 
wi su,pporting housttit status. .subit.lnce abstinence. and improved 

psychiat ric outcomes- than non-abstinence dependent housin& or no 

housma. Provi~ of h ouwr,a alw ~ Maftll ~ emon, 
homeless popula! tOnS with HIV 

G1rrett t>t al Homele ss youth 

(2008) 

I USA 

Goering e t al Sing4e homeless Canad;, 

(1990) women 

~ Mt1d e explou id choicM to u!ie ilegal .substances, issues of s.«-r1tl1ance. 

subst~n.ce use, and re 'aUonships with street arid house.d petso~ were 

expressed as critic.al for bott\ V-Stnt setvlCti and traru. k>r •l'I to ,ubltt 
ti°"5inc. A«enc;y-related factors 50Cfl as ~ring staff, a oon-jodgmental 

1tmosphere , and ftexlble policit>s were perceived as importa nt for seMCe 

use. 

An exproration of the problem of providing housing few s~ngle ho~ele-;s 

wome n in hostels and Open Access centres. ,Four suggestions are o ffe red 

that might help iesolve this .problem. (l ) pf'ovide fadities for normal 

community hving o n a long-term or perm1nent basis; (2) develop 
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McBride et al. People 

(1998) severe 

illness 

with USA 

mental 

Nelson et al. Homeless 

(2012} 

USA 

Pollio, 
Spltznagel, 

North, 

Thompson, and 

Foster (2000) 

Housed 
unhoused 

individuals 

and USA 

Slesnick et al. Homeless youth 

{2008) 

Sosin, George, Homeless adults 

and Grossman 

(2012) 

Tsemberis, 

Moran, Shinn, 

Asmussen, and 

Shern (2003) 

Homeless people 

with substante 

abuse issues 

USA 

USA 

USA 

Wenger et al. Homeless people, USA 

(2007) ind!lliduals with 

mental illness, 

drug users, 

undocumented 

immigrants and 

sex workers 

permanent housing with flexible financial r.upports; {3) enlist consumer 

1n11olvement in planning and governing the residences; and (4) ensure 

ongo ng review of the quality and adequat\' of both the housing and related 

servkes. 

This :.tudy aim!". to identify predictors of the duration of homeless spells. 

Those who receilled assertive community treatment exited homelessness 

sooner than individuals who received brokered case management, 

outpatient treatment or se1Vlces from an Open Access centre. More 

assistance in finding and maintaining housing were especially predictive of 

shorter homeless spells. In general, people who received more services 

exited homelessness sooner. 
This studv examines the impact of a work-sklUs program grounded in an 

integrated services approach on both employment and related life domains. 

Results revealed improvement in all types of work and related life skills, 
employment and income, and related life skills were associated with 

Improvement in self-esteem and self-efficacy. These improvements 

predicted stable housing situations at follow-up. 

Total service use of housed and unhoused individuals, exploring service 

usage of an Open Access centre, counselling and health services. For the 

Oper Access centre, service use was highest immediately after clients 

obtained housing and would decrease in the months afterward, with the 

grea1est decreases occurring immediately after housing was obtained. 

Youths who accessed substance abuse, mental health and case 
management services through an Open Access centre experienced 

significant improvements in mental health and housing stability, as well as 

reduced substance abuse. 
The relationship between tbe services clients receive in treatment programs 

and client ratings of program efficacy is explored. Ratings of program 

efficacy are positively predicted by program ambiance, the ambiance of 
referral arrangements, residence in programs providing houSlng and receipt 

of employment services. The measures of ambiance are predicted by receipt 

of professional services and hefp in locating housing. Receipt of advocacy 

servi:es does not predict ratings of program efficacy nor ambiance; receipt 

of tangible services ls negatillely related to ratings of program efficacy. 

, Results suaest that clients rate highly programs that have a positive 

I ambiance or that provide services that clients view as immediately- helpful 

for sowing long-term needs. 

Parti::ipants were randomly assigned to programs that emphasised 

conumer choice or to the usual continuum of care, in which housing and 

servkes are contingent on sobriety and progress in treatment. An Open 

Access centre that eliminated barriers to access to services was more 

,. __ -~uccessful than control programs in reducing homelessness. 

The centre aims to advocate for housing/shelter and to enhance the 
physical, social. emotional, and economic health of clients. It has been 

extre,mely successful in providing comprehensive services. 
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Skills df!!velopment 

Onty four articles discussed the benefits 0< ch.l~ngt!S of skills development offered in Open Access 

centres Where discussed. stl.Jdies generally found it brought benefits to particip~nts. However, f~ 

studies make the link between empowerment and skills development . This was a dear gap in the 

literature examining servtce provision and skills interventions. Often the types of skills being 

included had a focus on broader lite or employment competences. For example. Nelson et a l. (2012) 

examine the impact of a work-skills program grounded in ;m integrated services approach on, both 

employment and related areas of life for homeless individuals. Their study found improve~nts fn 

all types of work and related life skills, Mtployment and income, and multiple other life realms from 

baseline to graduation and fotlow-up (Nelson et al., 2012). Hendry et al. (2011) dJscuss the trral of 

the incorporation of digitaJ media in Open Access centres to enabfe access and for improvins life 

skills. The p.iper presents ttie ways in which challenges were overcome, showins how technology 

facilitated the strengthening of relationships between the youth and the Open Access staff as Wf!II as 
creating life-~hancing experiences (Hendry et al,, 2011). Martin and Nayowith (1988) examtne the 

ways in which incorporating social group work skills in programs can create social support networks 

and community among mentally ill homeless peop1e. 

Tobie 5: Summary of articles expJorif>fJ skills ckwlopmf!!nt intttWntions 

Hendry et al. (2011) New technology Youth (13 to USA 

(d1a1tal media 25-year-olds) 

curric.ulum) - life 

sk1Us for 

I information 

technology and 

digital media 

Martin ct ai (1988) Social group sk1l1s Mentally 

programs homeless 

people 

iN USA 

McCay et al. (2015) 12-week Street -involved Canada 

D,ale~ical youth 

Behaviour 

Therapy (DST) 

intervention 

Nelson et al. (2012) Work-skilli. 

program 

Homeless 

youths 

USA 
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Life-affirming e~~ of ch*'1ps OYl!ttome. 
'Which can help strengthen relationships between the 

youth and Open Access staff. 

The study 4'JC.tmitles if proerams can cruu social 

support ne1works and c9mmunity The proara.ms 

demonstrate support for indoor livin& and effective 
maintenance of homehm. ment.illy ill people in the 

commuf\lty 

Overall resulH demomtr.ite thM youth who rec~ d 

the OST intervention demonstrated sicnificilnt 
Jmprovement in mental health challenges (e.g. 
depress.on, hopelessness and an1tietv), as "A~II ilS 

significant improvement in r~lience, ~If-esteem and' 

sodal connectedness immediately post-Intervention 

Partic,pants in the w.iit-list control did not 

demonstrate signifiant improvement on any of the 

study outcome measures. - --
Their study found improvements in all types of work 

and relat ed life skills, employment a·nd income, and 

mult iple other life realms from baseline t o graduat ion 

and follow-up. 
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Clients' experiences of Open Access centres 
While only frve articles wrote about client experiences of Open Access centres, they were found to 

be generally positively perceived by clierts. Thompson et al. (2006) found that participants 

responded well to respectful, empathic and pet-friendly providers who were supportive and 

encouraging without disregarding their autonomy. Unsuitable and unsafe environments, as well as 

providers who were disrespectful, rigid, or had unrealistic expectations, put clients off us,ing ser11ices. 

Another important factor affecting client retention in duded feeling 'cared for', as opposed to merely 

routine service provider encounters {Bieterman et al. 2013). In addition, program ambiance as well 

as the success and efficacy of the programs :hemselves (Sosin et al. 2012) were deemed important. 

Sosin et al. explored the relationship betwee1 the services clients receive in treatment programs and 

client ratings of program efficacy. Their study found that clients rate highly programs that have a 

positive atmosphere/environment or that provide services that clients view as immediately helpful 

for solving long-term needs. This highlights the importance of Open Access centres creating more 

than simply effective programs and services. 

Morse et al. presents a compari$00 of a daytime Open Access centre, a mental health clinic and a 

continuous treatment team program. The study found that clients in all three treatment programs 

spent fewer days per month homeless, showed fewer psychiatric symptoms and had Increased 

income, interpersonal adjustment and self.-esteem. Meanwhile, clients in the continuous treatment 

program had more contact with their treatment program, were more satisfied with their program, 

spent fewer days homeless and used more community services and resources than clients in the 

other two programs. 

Tobie 6: SummQI')' of articles exploring cHent eKperiences of Open Access centres 

81ederman et al. 
(2013) 

Morse et al. 
(1992) 

tnteractions with 
service providers and 

the degree to which 

these interactions are 

perceived as soctal 
support 

The effectiveness of 

three community-

based treatment 

programs: traditional 

outpatient treatment 

offered by a mental 

health clinic, a 

daytime Open Access 

centre and a 

continuous treatment 

team program that 

included assertive 

outreach 

Homeless 

women 

Homeless 

mentally Bl 
people 

USA 

USA 
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The studv rwealed betnt 'cared for' was nperlenced 
within service provider encounters, Participants 

expressed expanded definitions of service providers and 

made clear distinctions between routine support 

expected from a provider and received social support, 
or being 'cared for' by providers.. 

A longitudinal experimental design was used to compare 

a high staff-to-client ratio, and intensive case 
management. At 12-month follow-up, clients in all three 

treatment programs spent fewer days per month 

homeless, showed fewer psychiatric syl'Rf)tOms, and had 
Increased lncOl'M, interpersonal adjustment, and self­
esteem. Clients in the continuous treatment program 
had more contact with their treatment program, were 
more satisfied with their program, spent fewer days 

homeless and used more community services and 
resources than clients in the other two programs. 



Sosin et al Treatment programs Homeless 

adults 
USA The relationship ~tween the sef'Vices clients receive in 

t're~tment programs and d ~ nt ratinp of progra m 

effkacv 1s e xpk,red. Ratings of prosr•m effiucy are 

po!.itively predicted l>y program amli.ance, the 

ambiance of refen.al arrangemenn, reside-nee in 

proerams provldine housing. ind receipt of employment 

st'lvices. The meas.url!!S of amblanct ,,. pred,Ctl!d by 

rece,pt of professional services and heip in locatm& 

housing, RKeipt ot .Jdvocacy !>l!Nt~ do«s not predict 

ratingt of program efflc~y nor ambi.lnce: r~pt ot 

tar,cible ~,ces is negatively relatl!d to rat1"1' ol 
prosram effic.cy. Results. SOUl'\l th.It chtfftr. rate t111tlly 
progr.a,m that hitW! .a posltiw-ambQnce or t~t pr~ 

s~es that t hey ~ u rmm.dtately helpful for 

!Tlt!et mg long term needs. 

(2012) 

Thom:pwn et al Service ut,li·sat io n Homeless USA I Focus groups were conducted with 60 ~ic~nts 

rwuft ed from an Open ~s centre 

for YOUl1B achrlts who are homeless. Qultitative ao1lyses 

found P.Jrtic1pants r~d faVOUf~Y to respectful, 

empathic, and pet-fn endly pr<Mders who were 
supportJYe. and encoura1m1 without disr~ thetr 

autonomy. Barners to utilisation included unsuiuble 

and unsafe e nVtrooments, and pr~s who were 

disrespe ctful, rigid, or had unreamtic expectations .. 

:Provid ers can assist youth and voun1 adults to move 

mto deve lopmentally-appropriat.e, stable Jiving 

situations which wit! likely prevent them from becoming 

part of the adult homeleu po.pulation. 

(2006) young adults 

Tsemberis et al Consumer choice in Homeless USA Participants were randomly a55icned to proarams tha t 

emphasised consumer choice or to the UJual continuum (2003) care people 

Challenges 

Funding 

expenenceng 

mental 

illOf!ss and 

subst ance 

abuse issues 

I 
of care, in which housilll! and sel'Vicu are contm,ent on 

sobrie ty and proeress. in treatment. An Open Access 

cent re t hat eliminated barriers to access to services was 
more successful than control proerams 1n reducmg 

homelessness. 

According to Johnsen et aL (2005), the vast majority of Open Access centres in the UK are provided 

by non-statutory/not- for -profit or charttable organisations. A common theme in the literature, 

although s~dom written about in depth, is the highly precar ious nature of funding and its 

vulnerabifity to policy changes (Johnsen et al., 2005; Meagher, 2:008; N. Slesnick et al., 2007; Wenger 

et al., 2007). As Slesnick et al. (2007) discuss, funding for homeless service. agencies is sometimes 

,dependent upon the use of evidence-based practices. Thus, this gap is an important one to f ill in 

t erms of the literat ure. As Johnsen points out, unless all staff volunteer their t ime and the site is 

donated, funding will be needed for hiring staff. paying for the rent and utilities of t he building. 
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having food available and for the purchase of other services, including bus passes (Johnsen et al., 

2005). Funding sources frequently include private donors, charitable foundations and local, state or 

federal governments (Johnsen et al., 2005). New Open Access centres particularly struggle to keep 

afloat financially as funding for a new centre may reduce available funding for ongoing service 

agencies, exacerbating existing struggles to maintain minimum funding requirements (Johnsen et at., 
2005). According to Johnsen et al. (2005), the ideal situation Is to foster a collaborative atmosphere 
among Open Access centres so they are not in competition with each other for dwindling local 

funds. 

Table 7: Summary of articles exploring client experiences of Open Access centres 

Espana 12009) 

Johnsen et al. 

(2005) 

Slesnick et al. 

(2008) 

Wenger et al. 

(2007) 

The extent to which 
the supply of funds, 

the need for services, 
and politics affect the 
prevalence of 

services 

Drawing upon a 
national SUl'\fe'( of 

service providers and I 
a series of interviews , 

and participant 

observations with 
Open Access centre , 

staff and users, the 
paper argues that 

Open Access centres 

act as important 

sources of material 

resource and refuge 
for homeless people 

Therapy and case 

management for 

homelen youth 

Description of a 

community•based 

coalitiOCJ of 

representatives from 

community-based 

organisations in San 

Francisco and their 

attempts to establish 

a model for an Open 

Access centre 

USA 

UK 

USA 

USA 
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The findings sut1est that polltial culture and supply 

measures je.g., federat grants and homeless youth funding) 

have a sreater effect on the prevalence of programs than 
the need for services. 

The ideal situation is to foster a collaborative atmosphere 

among Open Access centres so they are not in competition 

with each other for dwindling local funds. 

While treatment offered through Open Access centres for 

homeless youth can positively impact homeless youth, 

poUcy, funding. and service provision need greater focus, 

coflaboratlon, and support if youth homelessness is to be 

successfully addressed. 

Although the centre struggles financially, it has been 
extremely successful in providing comprehtmsive services 

to the homeless population, and commurllty collaboration 

has helped meet the outlined goals. 
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Diagram 2 is further developed and modifie::I from Magee and Huriaux's (2008) study that looks at 

an evaluation of a ladles' Night program for homeless and margtnally housed women in San 

Francisco. The diagram illustrates the benefi':.S and challenges of Open Access centres, showing how 

the personal context of each client is als:> entangled in their experience of the centres. The 

bidirectional arrows indicate that there is a two-way process of influence and that while Open 

Access centres have both benefits and challenges, extraneous factors affect and are affected by the 

wider context. 

Conclusion 
Open Access centres provide important services to homeless and marginalised individuals. They 

attempt to mitigate and insulate many of the dally challenges of homelessness and poverty in a 

physically, socialty and emotionally safe place. In addition, they have the potential to facilitate the 

engagement of homeless people Jnto treatment and back into the mainstream, as evidenced 

through several studies presenting successful interventions, particularly in the healthcare space. 

lndividuats utilising Open Access centres experienced several benefits, including service provision, 

health interventions, housing assistance and access to skills development programs. Most outcomes 

experienced by clients attending Open Access centres were favourable, with improvements to their 

daily lives being reported in many studies. The major challenge to the work of Open Access centres 

was the issue of funding. 

Since Open Access centres act as gateways to other servkes and offer intervention potential for 

these marginalised sectors of the community, understanding service utilisation and conducting 

formal evaluation in o~r to ascertain the impact of the treatment services in Open Access centres 

is of utmost importance {De Rosa et al., 1999). De Rosa et al. (1999) show that the literature 

determining the efficacy of these programs for serving peopte experiencing homelessness is, for the 

large part, bereft of such analysis. Slesnick et al. {2008) reiterate the importance of treatment 

offered through Open Access centres for peopie experiencing homelessness (youth specifically), 

showing how it can positively impact homeless policy, funding, and service provision. Thus, greater 

policy and academic focus, cotiaboratlon and support is required In order to tackle the complex issue 

of homelessness (Slesnick, Kang. Bonomi, and Prestopnik, 2008). To date, few studies examine the 
impact of overall services on their dientele. The literature tends to focus on a specific demographic 

attending a Open Access centre and how a sp~ific service or set of services facilitates improvements 

in designated outcomes; for example, the success of HIV prevention interventions on homeless 

youth {Tucker et al., 2012). The impact of targeted interventions on homeless subgroups such as 

youth, women, immigrants, indigenous or ot!',er ethnic minorities as well those experiencing mental . 

health issues dominates evaluative efforts in the literature. In addition, nearly all studies were from 

the us context, with a few articles from Canada and the UK. Therefore, this study attempts to fill the 

gap in the Australian context evaluating the full range of services for all attendees, without any 

restricting identity parameters who generally attend four Open Access centres. 
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Research Methods, 

Quantitative Survey 

survey dl!Sign 

The quantit llt ive survey was designed to assess the demographics of Open Accus centre u~rs, their 

service needs and engagement with services, and the p.ercelved effects of centre usage, Where 

approprn1te, the survey adopted or ad.tpted questions used previo0$IY by participatm1 agP11cee1 for 

internal research, to enable com~rison over time. The fmal survey instrument was developed 

through an iterative process invoMnt the project's Steerill8 Group and the researchers, and 

informed by the qualitative interviews conducted for this project The survey instrument is included 

,n Attachment 2. 

So.,,.-pllng 
For a.II centres except Prahran Mission's Engagement Hub, the survey's ~plifll frame was open to 

include any person who attended the centres during the data-gathering pertod, lfl lceep,ng wfth their 

open-door policies It was antic1pated that conducting multiple survey sessions over seve~I weeks at 

each site wovld ensure that the samples c.aptured would reflect the c,entres' client popu!•tiom as a 

who~, Centre cltents were notified by poster. and orally when su7'1ey ~ssions were In J)f'Qgreu. 

fntcrested clients were asked to make themselves known at the reception desk, or with centre staff, 

or directty with the interviewers. Interviewers also actively recruited participants if there were no 

volunteers wailinR. fnformed consent was obtained prior to interview. 

At the Prahran Misst0n site the sampling framt- was restricted to registered clie,nts and a smaH 

num~r of unreglst!!red regular users. The reason for this stems from thf! fact the Engagement Hub 

1s a small vellue that focuses its services towards psychosocial support for people experiencing 

diS.1dvantage and mental health seNice needs. There was concern that due to its location on a busy 

'St Kilda intersection, an unrestricted sample would be weighted heavily with non-centre users who 

had heard about the $20 payment. Interview sessions were conducted at the Engag11ment Hub until 

the ,entire list of registered clients currently attending the venue was exhausted. 

The initial intended sample s,ze was 100 people at each of the four centre~. At the request of Sacred 

Hurt Missfon their sampJe was e)(panded to 200, to include a quota of 40 participants at the 

Women's House to ensure sufficient representation for that service. 

A total of 44 survey sessions were conducted over a five-week period between 15th March and 22nd 

April 2016, with 496 clients completing the survey. Survey participants were paid $20 in the form of 

shopping vouchers. 

Tob'le 8: Number of survey sessions and respondents pt!r site 

-~ OIMrw ._..llf •n•r,• .Yumbff of sun1r,•-

Ptahtan Mission 
(PM) 

Sacred Heart 
Mission (SHM) 

Engagement Hub 101 
Carlisle 

Central 

Women's House 

27 

nufNI ,rs-po,..,. 
8 

10 

s 

9S 

161 

40 



St Mary's House of 

Welcome 
10 100 St Mary's House of 

Wekome {SMHOW) ~--··- ----.-- ~ -----~~-- ,. s-
.. 

VincentCare Victoria OZanam Community 11 100 

tc~~L Centre , ~~C--e ·- ~< 

Tott.I 
- •a- ·- - • ~ ,_ ~, 

496 I 44 
l----· 

Data callf!Ctlon 
Peer Education Support Program (PfSP) workers (with lived experiences of homelessness} employed 

through the Council to Homeless Persons {CHP) conducted the interviews, which were delivered 

verbally with responses recorded online in SUrvev Monkey using iPads. The PESP workers recel.ved 
training in interviewing from CHP and attended further training at The University of Melbourne on 

conducting the Open Access Survey (OAS). PESP workers were employed to conduct the OAS 
because it has been the experience of the ce'ltres that clients engage better with research activities 

when thev are delivered by peer workers. 

Survey implementation was supervised and facilitated by University of Melbourne researchers in 

conjunction with Sacred Heart Mission and the Council to Homeless Persons. 

Qualitative Interviews 

University of Melbourne researchers conducted qualitative interviews with 41 clients, interviewing 

26 men and 15 women. Ten interviews per site were conducted, with one couple being interviewed 

simultaneously at St Kilda 101. Interviews were carried out in order to better understand the role of 

Open Access centres in the context of people's life histories and circumstances. 

In order to maximise the inclusion of information•rtth cases in the qualltatiVe sample, purposive 

sampling was adopted to recruit a cross-section of genders, ages, levels of need and service 

engagement. Centre staff assisted the researchers in the selection of interviewees through their 

knowledge of clients. 

Informed consent was obtained prior to interview. Clients were interviewed individually for up to 

one hour each, and paid $20 in the form of shopping vouthers. The interviews were audio-recorded 

with participants' permission, and subsequently transcribed for thematic analysis. 

The interviews were semi-structured to cover a prepared schedule of topics addressing why and how 

people use the Open Access services, their experiences using the services including benefits and 

unintended consequences, and future directions for the services. The interviewers expanded topics 

and followed new themes as the opportunit es arose within and between interviews. Key themes 

were identified and included in subsequent fntervlews and research phases. 
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Observation 

People experiencing significant disadvantage, especially homelessness, have reduced opportunities 
for social interaction and acceptance. This component of the research is intended to capture 
information about how the centres function as venues for clients to experience social engagement 
and social inclusion, both as a consequence of using services or facilities, and as a benefit sought for 

its own sake. 

Researchers spent four hours observing at each site with the exception of Prahran Mission's 

Engagement Hub and Sacred Heart Mission's Women's House, as the facilities at these JocatlOns 
were deemed inappropriate for this methodology. In these sessions, individual clients were not the 

focus of observation. Instead researchers noted how clients as a whole utilised spaces within the 
centres, how clients interacted with each other and with staff at the group level, and how the 
facilities on offer - including the built environment - may influence social interaction. 
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Research Findings 

Who Uses Open Access Centres? 

Th,s section draws on survey data from •96 dients to describe the aggregate characteristics of Open 

Acee~ centre user,. Dau Uble• correspond,• 1 to the charts are provided in the appendices. 

Basic dm1011ra:phlc:s. lncomc. ltotlslng arad llorn~lessness 
The majority (68%) of clients surveyed are older than 44 years. Very few people under 25 attend the 

centres. 

Figure l : Age of survey respo~nts 

Age of survey respondents 
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The d1ent population across all centres ,s ove-whelmmgty male, which is reflected in the 74" male 

survey sample The gender ~bnce does how~r vary a little between centres, as Figure 2 shows. 

One respondent recorded thelr aender as Otht:r - Transgender. 

Figure l : Gender 
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It should be noted that 5aued Heart M ts:st0n's Women' s House was reserved a quota of 40 

respondents to ensure sufficient representation of women and women-only services at their centre 

Most of the survey sample (72%) were born m Australla Again the proportton varied across centres, 

with St Mary's House of Welcome rt~cQrding a much higher proportion of overseas-born, primarily 

from Chma or V•etnam. The predomirnmt countn~ of birth outside of Australia for the o~ c~tres 
were New Zealand and the United Kin.gdom. 

Figure 3: Country of birth 

Country of birth 
100% 

'°" ~ 
7~ 

60CMt 

5-0')6 Other 

4°" • Australia 

30~ 

20.. 
10~ 

0% 
occ PM SHM SM HOW All celltres ~ --

English is spoken by 90% of survE>y respondents. The most common other main languages are 

Mandarin and Vietnamese, again at St Mary's. 

Figu~ 4: Main language spoken 
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About 8" of the samp~ 1~ttf1ed as At:original and/or Torres Strait Islander, wrth Ozanam 

Community Centre record.me I t,,atier propont0n than other centres 

F"}ure 5 · Aboriginal and/or Torres Stratr lslon*r status 

Aboriginal and Torres Strait Islander status 
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82% 
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r tntrs 

The educational status of the i.urvey s.am?'e is similar across the centres, with 26% of respondents 

holding a tertial)' qtul,flcatloo While this ei. ~ I ~w the national rate of 38" for people aged 

between 25 and 64, rt I!. near the national rate of 3°" for tl'lose aged between SS and 641
• 

Figure 6 · Educat,onol status 
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This would suuest that the education l~e1s of centre clients are close to the general population 

when accounting for age. 

1 Source: OECD. Education at a glanc:,: OECD injicators 2012 Australia 
www.o,·ul 1•l"K/edu/ &2012lttp://dxd, .>rJ./10.1787/ t ·2012· 11 
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The majority {73%) of centre clients live alone. This is wen beyond national census figures of 8% of 

people aged between 15 and 64, and 25% of people 65 and over ' . 

Figure 7: Living arrangements 
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Fifty-eight survey respondents (12% of the sample) provide care for a total of 60 children and 3S 

adults. 

Figure 8: Providing care for dt!pendent others 
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l Source: Australian Bureau of Statistics. 3236.0 - Household and Family Projections, Australia, 20 I 1 to 
2036 
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/nco~ 
Centr~ink ,s the most common source of m,:ome for the centres' clients, with 94% of the sampte in 

receipt of payments 

Figure 9: Sources of income 
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5 7~ of the sample receive a O,sablbty Pensicn, .23% are on Newstart and 13% the age penst0n. 

Figure 10: Centre/ink payments 

Type of Centrelink payment 
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Around 61% of clients aged under 65 vears and 22% of dients aced 65 years or older were on 

Diiability Pensions. Figure 11 shows that .imong people aged under 6, years with ctnd without 

Disability Pensions, the kl!Y difference ~t~n the two groups was that J>N>ple without Disability 

Pensions were more likely to report no illnei s, and people with Disability Pensions were more likely 

to report physical and mental health issues. There were similar percentages of people with either a 
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physical or mental 1Hness. Overall ot people aged under 65 years. 49% of t hose without a Oisabtlity 

Pension and 69% of those with a Disability Pension were e>cperiencing a mental· illness. 

Figure 11: Illness by Disability Pension (DSP} 
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Figure 12 shows that among peopJe aged under 65 years, those with Disability Pensions were less 

likely to be currently homeless. This was particularly marked for people with mental illness, chronic 

physical illness or both. This suggests Disability Pensions may play a role In stabilising housmg for 

client populatK>OS of Open Access services It also 1nd1cates that there may be elig1bte clients who are 

currently not receiving ben~ts to which they are entitled. 

Figure 12: /tlness by o;sabifity Pension (DSPJ by homelessness 
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27" of the sample w~e looking for work at .he trme of the survey Thu, rate was h11her at two 

cffltr~s - OCC and SHM - and lower at PM a 1d SMHOW \Nt11ch have more_ people ori Disability 

Ptonste>ru. 

Currently looking for work 

occ PM SHM 5Mtl0W A le9trg 

Most r6pondents (61" ) had bttn unabl'.e tt pay for baste ne'eds on one or more occasions in the 

past six months due to debt . 

Fi(Jtlre 14. Affect~ by dt!bt -----------
Unable to meet basic needs due to debt 

occ PM SHM SMHQW All 
centres 
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Yes often 



Housing 
A third of the client sample live 1n public housing, another third hve in rooming houses - either 

community-run or private - and almost a fifth ate sleeping rough. 

Figure 15: Current cccommodot,on 
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The variation between centres in ctients' accommodation is considerable: 56% of the SMHOW 

sample live in public housing and 9% sleep rough, whereas 25% of the OGC sample sleep rough and 

31% live in public housing. For detailed information on client accommodaUon for each centre. see 
appendices. 

One in five clients do not feel safe where they live. This figure is higher for SHM, where mort- dients 

live in rooming houses. 
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F,gure 16: Fttfing safe 

Feeling safe where I live 

occ PM SHM SMHOW All 
centre!. 

• No 

Y f's modf'r.ttf'ly s.;iff' 

Yes very safe 

Most of~ sampi. report that servicu and facilities are e.lsy to reach from where they live, People 

atteodinc the centr~ ~fVIC~ by more tram rootes - PM and SMHOW - give the highe.st ratings. 

Figur~ 17. Ease of getting ro ~ ct>s and foci'ities 

Services are easy to get to from where I live 

occ PM SIIM SMIIOW All 
:entres 
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More than a third of t.he sample (35%) reports difficulty connecting with friends or family from 

where respondents live. The marked difference between the two St Ki!da-based centres - .SHM and 

PM - may be accounted for by the differenres 1n dient accommodation, with SHM having double the 

proportion of chents hvm.g In rooming houses and four times as many sl·eeping rough. 

Figure 18: Abiltty to connect with friends and family 
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Abo.rt the same pf0port1on of the sample (3b") does not fNl!I part of the local commumty where 

they 'live. On thrs dtmens1on PM and SHM clwnts are similar, at 35" and 37" respecHwly. 

Figure 19 Feeling port oj focal comm.uni ty 
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I feel part of the local community 
where I live 

a No 

Yes moden tely 

Yes~rymuch 

oc:c SHM SMH<•W All 
cent.rt! 

OCC chent~ feel the most isolated (48,.), llnd SMHOW clients the least (22~). These differences may 

be re ited to the catchments of the centres. Many OCC chents come from suburbs distant from the 

centre, whereas many SMHOW clients come from pubkc housing across the road. This would 

suggest that SM.HOW itself helps to create a ieehng of focal community for residents. 

lack of appropriate housing and unstable accommodation att common exper•ences for centre 

clients with 32% of the sample having moved more than ftve times in; the previous five years 

Figure 20: Frequency of movtno occommodat•on ,n lost five years 
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Meanwhile, 40% of the sampte had moved at ~ast once, within the six months prior to interview: 

Figure 21 : FrequeMy of mowng accommodation ,n lost six months 

Frequency of having moved accommodation 
in the last six months 

more than 30 timt>S 

21 to 30 times 

11 to 20 times 

6 to 10 times 

1 to S times 

Not at all 

0 lO 20 30 40 so 60 70 

Th-ere are marked differences be<tween centres d~ to the relative proportions of clients who have 
public housing or are expeneocmg h~ssness. SMHOW and PM clients show lower 
accommodation turnover than OCC and SHM chents. 

Across the whole sampi., 32% were e,q>erienc1ng homelessness at the time of survey OCC and SHM 

were highest at 41% and 39" respect ively, compared with 22% at SMHOW and 17% at PM 

Figure 22: Current and past homekssness 
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N~ e~ s. 80% of the ent" e sample have experienced h~I~~~. w1lh 48" havfng been 

homefe~ in the pa5t. Only 12" of OCC clients have never been home~s, and even within the most 

stablv housed group at SMHOW. Just 31 ~ have never be:en homeless. 

wt, w re 11"t pr-oport,on1 of e~f'I of homcleuness arv by ~tf"(t, the -f)t'oportiom vary 

httle bV ct-nd~ . Tht> table ~iow shows that across the four centTes around 2°" of matt! and female 

dlf'nu ~ never bffn horrle&ess, a ttle ow r 30" are current ly homeless. and just under 5°" have 

~en homeless in the past 

----- - - --

a.nc,a,, ["9' ..... 

~N a,,rnrtty ~ In ,-ptn1 

F....aan-121 1B.ft 33.6'6, 47.N -.... flaJl4 10.3"4 31 0" 48.6" 

Note ON c~nt who has bttn h~kss in t~ pos.t ~ tiffed os tromgffl(J~ 

Participants who reported ~ine currently hcmetltss Wf!re asked how long ft was since they had lived 

in ~rmanent accommodat~ , which was described as for more -than two years. Over one third 

(36" } had been homeless for five years or more. Anot~ 31" had been homeless for one to five 

yeaB. 

F;gipe 23 How long smu living m permarH!nl O(commodotton 
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Health and well·betng 
Survey respondents were asked 1f their mental health had stopped them from d01ng what they 

wanted or needed to do in the four weeks prior to interview. Hatf of the sample said that it had, with 

some difference between centres for frequency of occurrence. 

Figure 14: Mt-ntol health obstructing dally life 
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More than half the sample (58%) said that they r~arded themselves as hv1ng with a mental health 

condition or illne5s, with little variation be-tween the. centres. The most common reported conditions 

were depression. anxiety, bipolar disorder and schizophrenia. 

Figure 25. Living with a mt!ntol health condition 

j Living with a mental health condition 
100% 

90% 

8Mb 
70% 

60% 

50% 

30% 

20% 

10% 

0% 
occ PM SHM SMHOW All centres 

43 

• Yes 



49% of t he sample sa,d that t heir phys.,ca1 health had stopped them from doing what they wanted or 

needed to do in the pa-st fOUf" weeks. 

Frgure 26, Phys,col ~oltft obstructing doily lije 
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46% of the sample reported chrome d,seaie or 1l ncss. T~ mos.t common reported conditions were 

hepattt ,s C, heart conditl0fl5 and arthnt1~ Som e respondents also nominated mental health 

conditions here. 

Figure 27: Living with chronic illness 
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While 87% of the sample said they could access a doctor whenever they needed to, 10% said they 

were ,not a~e to, and a small number of respondents (12 peo~) were not interested in doing so. 
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ngure 28: Access to doctors 
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A quarter of t he sample r~orted that their atcohol or drug use had stopped them from doing what 

they wanted or needed to do in the four weeks prior to inte~iew. The proportions were higher at 

OCC (36%) and SHM (28%)·. 

Figure 29: Alcohol or drug use obstructing daily life 
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Respondents were asked who they would go to 1f they needed to talk to someone abou,t a serious 

issue. They could nominate more than one category of person. 
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Figure 30· Who to talk to about o senous 1ss1,r 
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More than half the sample said they would speak to a counsellor, health professional, social worker 

or case manager, while ~ss than a third 129") nommated fr~nds or family. This un~rltnes the 

importance of the support provided by cen re and VISlt•nc staff beyond meeting the matet'ial needs 

of c!~nts. 
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Client Demographics: A Summary 

The client sample is characterised by high levels of; 

• past and present home!~sness; 

• unstable accommodation; 

• physical and mental health needs; and 

• physical and social isolation. 

Nearly all respondents are dependent on sociat security benefits or pensions, and therefore on very 

low incomes. As such, the sample fits well with the intended client population of the Open Access 

centrl!s, and with descriptions of client poputations in the literature. 

The sample H, predominantly Caucasian, mate and middle·aged, with very few people under 25. 
These chara.ctenst1cs were evident also 1n the observation sess.ions undertaken foi the project. While 

there are some notable differences between centres in proportions of genders and ethnicities, this 

remains the dominant demographic for the centres as a whole. OCC, SMHOW and SHM have 

intreased female participation by improving safety factors for women. This was done at SMHOW 

through redesign of the entire centre. SHM offer a separate Women's House and OCC have a 

separate women's room to encourage access for women. The very low usage by people aged 18 to 

2S may be accounted for by the existence of yooth·specific services such as The living Room and 

Frontyard, which is a direct reflection of specific poficy initiatives encouraging younger people -to use 

youth specific services In addition. some services are only available for individual-s over 25 years of 
age. 

Use of Centres and Services 

The top three reasons survey respo~nts gave for using Open Access centres are for meals (26'6), 

socia·I connection (16%), and access to health services (physical and mental, health, drug and alcohot 

- 15%). These three domains account for more than half of all responses. The next most common 

reasons are to use the facilittes (shower. laundry etc - 11%). referral to another service (7%), and 

assistance to access housing (6%). 
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Figure 31: Reasons for centre us~ 
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People who art- slttping rough rely on the :entres tor their Immediate practical needs. An In-depth 

interv~ wtoe 01, Ntowstart who was evteted f rom htor private re ntal unit. and coufd not afford $2.20 

per weelc for bo,miing house accommodition, was sleeping roueh in her ~ r. At thtt time of 

inte rview sht> had ~ en attending a c~re :bily for three weeks while loolclnt for work and a room 

in a shared house· 

"I was in t~ car and no I couldn't ho~ a showtr I couldn 't (JO to tilt toHtt and tl11s that 

and t~ r~t of thot. t m~n, ~ ing ob't to do those things ~s pcJt you in a ~ tter {rortlt! 

of mind so that you con 90 ouL al'ld actually say, W~II. man, , could moke fr~nds. I 

could qtt a fob. I could cJo th~. I could char.,. 

Stably housed che nts on very low incOm@'i also rely on t he cent res tor access to mult iple ~rv,ces, 

especially as the y get o!der A typical e1u11nple is a 56-year-old m an with arthritis in his hips and 

knees who attends his centre regularly for socialisation and rt-cru tion, and also for his medical 

needs: 

· it gillf!s me o bit of relo,iation tim ~ from ~ ing at homt, and it gets rid of o lot of 

boredom. If tMrt 's tlmts wMn I nttcl to stt tht doctor, then the doctors ,~ in ust/ul 

M rt. The some goes for Ctntrtlink ond the dt ntist ( ... } When t was living on tht strttts 

the only thing I was doing wos just 'tonging around tM city, which tvtntually leads to 

troub~. If I've got somewhtre like rhis plact to come to, It givts me stab/fir;. tr also 

keeps mt out of troubft." 
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It is notable that the second most common purpose for using the centre is entirety non-utillt.arian: to 

make social contact. One interviewee on the Disability Pension explained his reason for attending 

daily; 

"The socfol,sation thing for most of us. It's a reason to get out of bed on a regular basis, 

because we 're not working. It gives us o purpose, because all human beings need a 

purpose. " 

A man who became homeless at age S8 for the first time in his life, having experienced a physical 

inJury, loss of em~oyment and relatlonsh,p breakdown, explains why he attends his centre: 

N5omewhere to spend the day when I'm lookmg fo.r work. I'm on Newstort. You am only 

look for work so many hours of the doy. You con only do nothing with nothing so long 

before vau're bored out of your head. This is a good place. They've got progrpms, drama 

and so on to get into ( .. .) I'm here almost evt'ry doy now because I fo~ playing pool. It's 

free. / look for jobs in the afternoon and stuff because it's closed. That's most of my days, 

here in the morning and looking for work in the afternoon, day ofter day after day ( ... ) I 

used to be the person tha.t volunte_ered at places like this, never dreaming that I'd 

actually be o client. N 

There are some gender differences in reported reasons for use. The table below breaks down 

reasons for use by gender: 
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Ptficm ,of ,, a,ponclf.flU I 

--- -

To access wom..i's sen/Ices 

I need support to rffi'81ft !Mns In my own hCNM 

For meats 

To use the fadtlties •-&· showeB, laundry, CGmPVten and 
internet, phone <har&et' 

f emale 

n 9" 
3 

70,. 

.-2.2'. 

13.3" 

O°"-

]j 1~ 

23.4" 

9 4" 

25 ~ 

64.l " 

24.2" 

89.8'6 

39.8" 

34.4% 

Male 

19.0'll5 

1 9% 

0.5" 

O.CM 

9.1% 

Oft 

23 9" 

22.~ 

8 ~ 

13.2" 

s.t.l" 

ll .8'llrt 

90.9'6 

36.8"' 

22.8% 

Apart from women-only services, women lJ;'.,e the centres more than men for fitting family violence 

situations, mate rial or financial assistance, accessing group or volunteer programs and referral to 

other services. 
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Tobie 11: Differenus among people wfth and -Mthout Disability Pensions aged unde-r 65 ~rs ;,, 
reasons J0< using centres 

..................... - - - ~ - ·"·"'': :.~.:.:...... I 
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r For social Coa11t'ctioa. 5et!iDJtptopk, mttllng frit'RdS 

Fer matrrial ,ad/or fiaant"ial .ssislaMl' or support 

Fer inuls 

To use lht' fadlltln e.g. 1ho¥1ers. l1und'), computen and internd, 
plloM charcer 

Rrferral to aaocher service 
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Table 11 show~ t hat ~ people aged urder 65, those with Dlsablhty PenslOns were more likely 

than tt,o.se· without Cmabllity Pen~ns to use Open Acc.ess services for support to remain li11111g in 
t~ir own home, and for mental hea1ths.f!lrvi:es ind fadlit,~. 

Just ~ r helf of the survey sampfe (5' ) fi•st attended t~ centre at which they wefe interviewed 

more than fille years.ago· 

f igure 31. How Iona cm~ndtftJJ ct'ntrt' --~~ 
How long attendJng this centre 

PM 
nmttts 

• Less than I ytar 

l-5 ~us 

6· 10 yen~ 

• More than 1'0 year) 

5HM SMHOW All J 
~----· 

Ce_ntres with more stably housed cf,t-nts - PM and SMHOW - have more d1ent s who have used th!'!1r 

centrM over many years, Th~ c~es witt less ·stabty hou~ d ,clients - OCC and SHM - have more 

new users .ind fewer long-term users. 

This would ind,citte that the centres• fuocton 1s not 01'1~ to meet people's immediate critical needs. 

They atso service their clients' tonter-term needs th.it are not belnc met by mainstream services and 

community facilities 

Some people use the centres pertootea-lly ewer the longer t~ while othe rs attend continuously. The 

long-term usage patt~s of t wo dieot~ int1rvi.wed for this study illustrate this point : 

• A woman born with spina bcfida who tm bttn attending her untre rq uJa rly tor more than 

10 year~ e ,cpenenced assaults anct seiru.al ha:rust'Tlfllt while l,vmg in boarding houses, .tnd 

was homeless for five years before! her centre helped her find safe, secure housing. She still 

suffers from PTSO and a,oraphob.ct. She Is on a D~ bihty Pensio.n and attends her centre 

regularly for counselling, mMl's and social conuct. 
• A man who lost hts permanent accommodatiOti afte r be•nt blamed for property damage 

carried out by $0me()fl(! else t»s bttn ~ng rough for the past th,ee months, He 

currently attends his centre dall 'f' for bre~Uast, showers, clothes washing and sporting 

activ-ities. He used the same cent ·e when he was homeless on two other occasions - fou r 

years ago and 18 years ago . 
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Figure 33 Schows the percentage of peopie with Disability Pen-s10m in ea.ch length of an~ndance 

categOf)'. Among people under 65, those with Di:sabllity Penstons were over-tepresentedln longer­

term users, It is not clear from th~s study whether this reflects periodic or continuo1.1s use. 

Figure 33: Under 65s with Disability Pensions by how long t~y hove been attending centre 

Length of time using this centre 

L~s than l yeilr 1-S years 6"10 years More than 1.0 years 

Len,th of time UWII the cffltre 

Manv clients - about half of the survey sample - also attend other centres, not just the ones they 

were interviewed at: 

Figure 34: Attendance of other centres 
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The in-depth interviews revealed varied reasons for using more than one centre. One man said he 

used to visit a different centre when his mental health was worse. but now she feels improved' he 

prefers not to go there. Another man has meals at centres in the far south-eastern suburbs of 

Melbourne every week to break his routine and catch up with old acquaintances. Also, those who 
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are s~na rouah. who know the operat1ni hours and tacdlttes av.,iable at various centres around 

Melbourne, and use the different SM\/IC~ to cover their needs as much as possible seven days a 

week 

N~ertheless most 11'\terviewees tend to l'1d1cate a sense of IO'patty Of beblgmg with their preferred 

centre. On this topic, one interviewee said· 

·A .sense of belonging ~comes ma,e imp:Ntant to~~ with mental health fiss~sJ 
than so cal~d 'normal' ~- ~cou~ llC'l'mol ~ ~ more fr~nds. They haw o 

job, they hove more social... ~ ho~ mote mON}I to spend on social activities. 

education progro~. and so /orlh and ere ob~ to allocate t~,r t ime o lot bdtL"r, 

beccwse thty're more functional • 

For some, their centre ts the onty p!Ke they hrel t ~ un go 

"ThtrL" rs nowhere I could octuol}y nirn comprehffld fCN"Q.. ~re L"I~ I fttl safe and 

trusting with my story ond I l<f'IOW a lot of tit" ~ ~tt PortJcularly growmg up in the 

oreo as ~II. Thtre 's o lot of MW faces, a Jot of old!«~. o lot of faces that have ~ but 

f /ttl safe here " 

When 1ntervt~wees were asked tf t he Open Acce,s centre was a place ~re they fttl accepted by 

others, a resounding 88% of the sample said ye; This 1s a substantial mcrease from the sample's 

response to the earlier question of whether they felt part of thffo loc~ community, which averaged 

a 64"yes. 

FiQure 35: Acceptance by others at t~ centre 
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Interestingly, at the centre where attendees feJt most isolated from their local community - OCC, 

with only 52% feeling part of it - the most clients felt accepted by others at their centre, with 92% 

answering yes to this question. 



These results pomt to the value of Open Access centres as an instrument of social inclusion for 

people who otherwise experience social marrinaltsation. In-depth interviewees spoke abOllt this 

frequently: 

"Here I'm not mode to Jttl dirty, I'm mode to /~el valued and mode to feel that I do 

belong and I am not on the outs~ feolcit19 in or invisible completely to society. H 

"I modi! a Jew ocquolntonces and some good ~nds here. I Jul I ~lonQ here. That's 

important because o lot of us ~P.~ who are sick ore isolated and they tend to choose to 

be isolated because it 's very confronting. Life, r~. people in the llOrmof situation, ,n 

the work situation. Even in a social situation ~ouse the pension is enough, it keeps you 

going but it doesn't give you o lifestyle (. .. ) It's a place where you con come and 

associate, have o chat, hove o co!Jee, hove lunch ( ... ) This 1s like my home away from my 

home." 

9°" of the survey sample feels safe at their Open Access centre. This means thi t many feel safer at 

their centres than where they live, where only 79% feel sate (see Fig. 16). This trend oc.curs at all 

centres except the more stably housed SMHOW c.lient group, which feels slightly safer at home. 

figure 36: feelin() safe at the centre 
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The table below shows that in the survey sample there is little difference between men and women 

in feeling safe at the centres· 
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Several in-depth interviewees did voice some concerns over safety, mentioning that incidents do 

happen occasionally at centres. Nevertheless, most said they felt safe at their centres, with staff 

vigilance being the primary explanation fOf' this: 

"The staff here are pretty good, you know? They know haw to handle the situation when 

it comes up. They don't tolerate nonsense, you know what I mean? If someone comes in 

aggressive, and carrying on, they'll try to soothe them down. They don't wont to listen, 

fine, there's the door. They want this ploce to be as safe as possible, we do as well. We 

don't want to come ;n here and feel unsafe that someone's going to hurt me, or 

someone's going to do that. 0 

"J think it's successful because of the staff, the woy they treot the dients ( ..• ) We haven't 

had a really bod Incident here for a long time. We have orgy bargy, push and show but 

that's part and parcel of the gu,s ( ... ) Becat;se the location here, it should be as rough as 

everywhere else ( ... ) J just think the staff go a long WoY to making the centre whot it is." 

One interviewee said she would feel safer if there were security cameras or a guard at her centre, 

which would in turn attract more women and improve her experience there. Another said that 

without the Women's House at her centre, many women could not attend at all: 

"Some of the women that come here, this is the only socialising they maybe do all day. 

Then they go home to, possibly, their room or their flat. They don't want to go up to the 

main centre because there's men there. See, that doesn't worry me, but I prefer to be 

here with the women. It's a nice atmosphere. Dn the weekends, I would go up to the 

moin centre and meet with the guys, but .some of these women here can't do that. .. 

They're too frightened to walk into that em,ironment." 

Survey respondents were asked what they liked most about their Open Access centre. This question 

elicited 2216 responses. The most popular response, with 368 ticks, was 'Meeting people and 

making friends'. The most common free responses in the 'Other' category relate to meals and centre 
staff. 
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Figure 37: What respondents likt> most about tht! ct>ntrl' , 
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A large majority of the survey sampfe (79%) agreed that the centres help them to connect with other 
services and programs. 

Figure 38: Helps connect with other st!f'vices 
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Many in-depth interviewees also reported that centre staff helped them to access external housing 

and health services. One client, who used to be homeless, commented: 

"If l hodn 't hod the outreach worker here, I wouldn't have gotten the government 

housing. You actually need one now if you're not seeing one, otherwise they won't accept 
you." 

Some clients would not access vital services without the involvement of centre staff: 

"Without people in these places, I wouldn't even bother going to the doctor's. ff I walk in 

here, I've got blood dripping down my leg, the first thing they soy is 'l.ook, gO straight up 

the doctor's, get it checked.' They don't want you sitting there in pain, what have you. If 
they have to they'll toke you up there themselves, you know7 That's how they ore. 

Without them, I wouldn't ei,en bather. I'd tell them, 'Yeah, don't worry about it." 

Similarly, some clients are lacking the capacity or e)(periential knowledge to access services 

independently. One interviewee with memory and visuat impairment reties on his case worker at the 

centre to know when his medical appointments are (Client 2K). Another interviewee lived most of 

his life in institutions: he was a ward of the state since infancy and spent the first 16 years of his 

adult life in prison. He is now living in supported accommodation run by his centre: 

"It was hard for me to adopt into the fast world that's changed since when I went in in 
1995 and didn't get out untH 1009 ( ... ) I don't have a clue about all this. I'd probably have 
to ... I don't know ... I'd be lost." 

Service usage 
The survey expfored in detail clients' usage of services, including how they accessed services. 

Interviewees were asked whether they had used any of a list of services within the past year. They 
were also asked whether the centre provided the service, or referred them to another venue 

operated by the same agency, or referred them to a different agency, or if the centre was not 

involved at all in accessing the service. 

The following charts show service access bro~.en down by the four distinctions of how clients 

accessed services. Please note that the percentage figures on the left aids of the charts refer to the 

group of interviewees who used that type of service, not the whole client sample. The numbers of 

service episodes are J>TOYided in the accompanying table below each chart. 
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figure 39, Serwce usage and referral (1)- r~lotiW' ~rc~ntage 
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figur e 40: Service usage and referral (2) 
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Figure 41_ Service usage and· rl'jPf'rof (3) 
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Figures 39 to 41 show that clients rely heavily on core centre services, incJudtng homele»ness and 

housing support, cns1s response and referral, allied health and counselling services, and social and 

sports prO@rams. 

Clients were also acsked if there were occ.Hions in the past four weetcs when they needed a service 

from the centre but could not access it for any re.100. 2151. of respondents satd there wen, 

Figure 41: Inability to occfis a servia 
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The centres that offer more types of services - DCC and $HM - had higher percentages of chents 

reporting inability to access a service. The most common reasons people gave for not bein& able to 

access a service were: lack of service staff, centre funds, faciliUes or available appoJntments, and the 

centre being closed on weekends or publrc holidays. 

The ,~depth interv1ews showed that weekend closures (though SHM Central is open at weekends) 

can be difficult for people who rely on the centres for social contact and support; 

"Socialising on a weekend, if you don't have ~y, where- you going to, go? Wllere do 

you 90? It heightens the sense of foneliness because everyone's (}Ot someone to tallc to. 

You're just sitting there by yourself. I mean you're watching thmgs but you need to hove 

a chat. " 

Social activity outside of Open Access centres 
Clients were asked whether they participated in a range of activities outside of the centre, and if so, 

how often: 
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Figure 43. Part,c1pot,on m oct1v1tlt!S outside aj 0 ~ Au l!'ss centres - relative percerrtag~ ,- -
Participation in activities outside of drop-in centres 
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Activit~s likely to involve monet ary co5t, such ~s live shows and sports or gym programs, show 

rqular partic.ipation from a quarter or fess of th, survey sample. Activities that can~ accessed at 
no cost ~h as librar~s, church groups and ot~ community groups show participation by up to 
haff of the sample. OveraU the results indicate very limited participation in community actfvities 

outside of the Open Access centres. 

Thfs finding is supported by the in-depth interviews. One typical observation is from a client aged 68 

who attends his centre every weekday, then visits his local library after it closes. He would like the 

centre to have longer opening hours and more activtt1es, and says if the centre did not exist, he'd 

*probably just~ rotting ot home". 
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Benefits and Unintended Outcomes 

Benefits 

Survey clients were aske d if they had experienced posittve change as a result of attending the Open 

Access ,centres. The questio n received 3544 reports of positive change across a range of dom~. 
These responses are summarised in ~ chart below, which more than any other sutistit 

e ncapsulates the benefits of attending Open Access centres: 

Figure 44: Posit ive changes as o resuft of attending the centre 
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The benefits accruing to centre users can be grouped under four interconnecting domains: 

• Social inclusion 

• Health 

• Housing 

• Life skills 
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Before addressing these four aspects, it should be noted that for many centre users - in deep 

personal crisis, or sleeping rough, or without an" finances at all - attending an Open Access centre 

can be very helpful in a number of different ways. When invited to leave a final comment at the end 

of the quantitative survey, several respondents made statements such as these: 

"The nurse here saved my life as she picked up on what was happening to my health." 

"I seriously don't think I can cope or live without this service. My life hos changed 

dramoticoJty since I walked through their doors." 
"It saved my life." 

One in-depth interviewee who lives in public housing across the road from her centre recounted 

how the centre nurse saved her fife by checking on her at home when she didn't turn up for her 

appointment. She was found cotlapsed on the floor with severe pneumonia, and spent nine weeks 

recovering In hospital. 

Social inclusion 
Consistently throughout the su,vey results, the in-depth interviews and the academk literature, 

social contact serves as a primary motivation and benefit for centre clients, many of whom are 

otherwise socially isolated, have physical or mental health conditions, and five at the economic 

margins of society. 

There are few places those wtth little or no disposable income can go to spend a few hours and 

socialise if they choose, and play pool or chess er simply inhabit the same space as other people -

especially if their appearance or behaviour does not fit in with mainstream social expectations of 

normality. Open Access centres provide the opportunities to do this. 

Referring to figure 44, 751H. of survey respondents said they made new friends by coming to their 

centre, and 46% said they felt more part of the c.ommunity. This echoes the comments of in-depth 

interviewees that attending the centres provides a feefing of belonging: 

"Jt's like o second home. Some people, we'tie got our homes, but then this is like a second 

home and people thot pass away or something happens to someone, it kind of affects 

you In a way. It's like, Mt like o brother or sister, but you'd get hurt because you've seen 
them for so many yeaf'Sc. UsuoJly when you hong out with your frienm you see them just 

at restaurants or whatever else, 1,ut this is like a second home. You come here and you 
get used to these people, whether It's elderly or young or whatever, and they become a 

part of you." 

As the chart at Figure 35 shows, 88% of survey respondents said that the Open Access centre was a 

place where they feel accepted. Over half the survey sample have been attending their centres for 

more than five years (Figure 32). 

There is no doubt that the centres function as communities for a large proportion of dients. Having 

at least one pface where they belong and feel accepted can only strengthen clients' resilience, 
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col'lf idence and self-esteem, c1nd ultimately their physical and mental well-being. This sentiment was 
described by many in-depth interviewees: 

#I get a great senu- of friendship and core when I come bere. I've got the staff to talk to if 

t nttd to. I get o great sense of pride- coming here, self-worth ( ... } When my pal't.Mr 

passed a way, this hos been o great source for me. I c~ here evt'fY day, talk to staff,. 

)IOU meet peopk, you've flOt someone to talk to{. .. ) I con come ond hove a talk, h~ o 
cry. Plus I'm not sitting m my unit grieving away and pining away, feeling SQrry for 

myself, I make myself go out, tha t's why I come here. H 

"It g,~s you a reQS()n to come out, feel at ho~ here, Jttl comfortabk ( .. .) You sptnd 

about Jive or siK hours of your day, go hotM and feel Hice Y1!'S, tw actually bttn out. tw 
actually done something. I've gotten invc,lved in some of the octi\dt16 Mre ( ... ) If this 

WOSII 't here I'd probably be cooped up in my flat, being people shy sorMti~s ~ of 

my illness( .. .) ~n you'~ ~nsiti~, you pick up on that, you toke it to heort. That odds 

to my depression. I mean, it ha~ns httre too but Mre you're cocooned in a way, you'w 

got staff who SUMfllise you. If I didn't hove this, I'm not really sure. Probably ~ t sick 

again.· 

~ socialisation thing for most of us. It's a rea-son to ~t out of bed on a r~ basis, 

because we're not working. ft gives us a purpose, becau~ all human be,ngs ~d a 

purpose(. .. ) You learn that we're ,n the some boot. frrespecti~ of the degree of mtntal 

illness or loneliness or whatever is going on in our life, tbis is a point where we COil rome 

f or a while and forget c,bout what's happening or what happened m our past, ~ 

our m ind is token .off those issues which may visit us at night, or whe_n we're by 

oursetves. That's oil I con soy, really. N 

"They wont to help you hove ambitions and passions and they wont to bring )'OU bod 

into the community again, because that's where It ail starts. Communi ty is the ~t and 

once yo,/re back into the community, you start loving yourself a lot more. Ona .,ou s.tort 

loving yourself a Jot mo,e, you circulate positive energy again and you attract 1)0$iti~ 

~ople in your life. I consider [the cent re} to be family now, I really do. they've bttn 

berter, they've been more of a fami ly to me in the lost lO years than what my f amily 

actually hove. I hate to admit that but that's the truth. • 

Health 
The single biggest cont ribution t hat centres make to their client population's health 1s nutrition 

through their meals programs. Every year the centres provtde tens of thousands of meals to 

hundreds of clients. The survey results show that meals are t he most utilised and most widl!!fy valved 

program the centres offer. Th is is consistent with the Open Access service model, that uses meals as 

tool for meaningful engagement . The in-depth interviews reveal that clients strongly appreciate the 

opportunity to eat nutritious meals regularly, commenting on how much better they feel as a result, 

how it makes dieting easier, and how it enables them to save money to pay for other lif~ necessit ies: 

"You wouldn't be ge tting the vitamins and the minerals and oil the good things that you 

need fot o reasonable diet if you weren '.t coming to these centres. You get quite lazy 

when you live by yourself. You just don't want to cook f or one. It's portly your own fault 
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as well. People just don't want to cook for themselves. lj you 're dished up a decent meal, 
you 'fl eat it. So, definitely, I think they're on absolute godsend." 

"I'm as happy as I've ever been. It's improved my health enormously. I wasn't before, I 

wasn't eating properly. I've Jost weight since I've been here. Probably the happiest I've 

been for years. I'm happy with my life." 

"They teach us about nutrition. They also give us good balanced diets every day. I'll be 

honest with you, I'm not such a good cook, !O they've taught me how to look ofter myseff 

a lot better when they're not around at home. Without that, I wouldn't have known how 
to look after myself better." 

"I've built a routine around coming here. I get my exercise, I get contact with people and 
get o meal which allows me to spend money on other things(._) I'm 65 and I want to 

have o little bit of money put aside for when l get older. I'm getting cataracts in my right 
eye and I'm toiling with the idea to hove t#cat done privately. I had to spend, I did hove 
crowns on my teeth. I had my teeth all token out and false teeth ( ..• } It allowed me to do 

that. I don't spend money on drugs. A lot of oeople do." 

"My finandal situation is dire, it's literally down to single dollars so I have to be very, very 
careful, very, very, savvy and I have to take more responsibility in paying certain bills 
immediately than what I used ta. Could save me $15 a week just from having three or 
four meals here weekly, five meals here weekly, easily. Yes, it does make a difference ( .•. } 
A lot of men my age are struggfing to, particularly when they've been in work for many 

many years, realty struggling to come to the terms of living on /llewstort." 

Of the clinical health services on offer - such as nursing, dentistry, optometry and podiatry - the 

survey data show that around 509' of clients who use these services rely on the centres to access 

them, either directly on site or indirectly by referral. The provision of podiatry indicates the 

thoughtfulness behind centre programming; people who are homeless spend a lot of time on their 

feet The majority of in-depth intervteWees access these types of health services at or through their 

centres, where possible. 

It was noted during the observation sessions that allied health staff practice outreach at centres, 

initiating informal conversations with centre u;ers to perform mini-assessments and arrange 

appointments for them. Altied heatth staff also consult with centre staff to gather information about 

clients who are difficult to engage. 

The centres also provide a range of other seivices and programs aimed at improving well·being, 

including mental health and disability support, drug and alcohol counselling, and sports and activities 

groups. One-third to three-quarters of dients surveyed rely on the centres to access these types of 

programs. 5596 of survey respondents say they are better able to manage their emotional and 

mental health as a result of attending the centres (Fig. 44). These results are backed up by in-depth 

interviewees' observations on their own experiences: 

"I remember when I first came here I had a really bod anger problem. I was always angry 
all the time. I'd blow off all the time. Since I've been here I've learned to manage my 
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angt!r and if I get angry f'llt! learned strategit!sj how to colm down if someone annoys 

me, how to walk away. I don 't let them get to me. I know how to do that now. Stroteg~ 

how to cope with that, ()Ot to get mad. They've seen the change in me since I've bttn 

here to now. which is real~ good. They're so proud of me; they soy 'pot Y(Wrself on the 

bock'. I 've done so well. I'm so proud of myself( ... } I think it's because of aR the support, 

havfng them there, to/ting to them all the time, being there, listening to me. So~DM 

/Jstening to, me and octualty ~ping mt!, it was really good." 

"Unfortunately, in this world todo-y with so many people particularly in m,.. situation 

unemployed, there ore u lot of wees out there in the world. Drugs or ~n just miJ<ing 

with the wrong type of ~pie, ami when money is so tight or so difficuh to come by, 

when you 're living simply on beMjtts you can't afford to make any mistolces. The bttJuty 

about full-tJ~ work is it /cttps your mind active (. .. } I found that lw bttn a~ .to fulfil a 

/or~ void I had for a period of ti~, particularly when )IOU're lool<ill(} at quite a ,wriod of 

time of possibly being t:kstitute, so that con be quite difficult to todc~ ( ... ) I enjoy being 

able to hdp pe~ here, and the centre for the opportunity they've given me. lt1s lcept 

me more focused than what I would hove b#!en. "' 

Many clients attribote the positive changes they have expertenced to the quality of support and 

attention they receive from centre staff . This theme runs throughout the free text comments in the 

surveys, and the in·depth interviews. 

"Thanks to the staff here. if it wasn't without the staff here, I would be in big troubk, and 

f'm not e)(oggerating here."' 

'They're not judg~nta/. That's another thing I like about the centre. They don't jlldgt! 

you f or what you may have done in the past or anythinq. As long as you beh~ you,wff 

here ond stuff like that, you're pretty cool."' 

" I feel that they realJy seem to understand what I'm going through when I talk about my 

problems and it seems like some of the worlcers I hod, just to me, they Sttm like they're 

really listeninq { ... .) They just sit down and really take the time to listen to me, you 

know?" 

"I would say that {the centre/ has trit!d to help me mokt! changes for o long timt!, I was 

always anti that cause I wasn't ready. Now this time .around I am reacty, I'm at that time 

in my life when I've realised, you lcnow, no bullshit ( ... ) They are supporting me in every 

endeavor that I hove, every goal that f have, to get well, to get drug?Jree, well, that 's 

another service that I access here as well, is the ADD (Alcohol and Other Drugs). Most 

importantly though, an acceptance. For the firs t time in my life I actually believe that the 

worker cares and wants my life to change as well, and that's so incredibly vital.# 

"They're just so friendly, you know? They're different to other places where I've been. 

They've got more time for you. They sit down, they relax with you, they talk to you. Other 

places, they're sitting in an office, doing their work, you know? They don't have time for 

the client." 
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There are also indirect health benefits for clients wherein the centres appear to have protective or 

preventative effects. 67% of survey respondents say that going to the centre gives them "something 

to do" (see Fig. 37), which at first glance may not seem an obvious cause for better health. But for 

those with mental health issues - which comprise half the sample. with depression and anxiety the 

most common conditions - keeping occupied in the company of others has considerable protective 

health benefits. One interviewee said of being soc ally isolated: 

"You wake up at a set time, and you do these three things that you've got to do, and 
then you've got a whole day to fill in. Tho: con get people who suffer a little bit from 

depression 01 anxiety ... It con really get them in a bod space." 

The same applies for those with chronic health c~ditions, which again comprises half the sample. 

Additlonalty, the in-depth interviews show that having something to do, and somewhere to go, helps 

attendees reduce their alcohol or drug use, and more generally to stay out of trouble. In the 

following examples, clients discuss how their lives may be different without the centres; 

"Without pJoces like this, people, crime will just get worse because people ht11le got 

nothing to do, nowhere to go, no-one to help them. If these places ore open ond have got 
the funding to stoy open, if people have got o place to come, catch up, hove o cup of 

coffee, hove o meal, and tna}fbe ploy o game of pool, read a book, use the computers, 

whatever. They've got something to do rather than sit down on the street end cause 
trouble all day and that( ... } If they didn't exist at oil, gee, I suppose I'd hove to go into a 
life of crime and spend time in jail. Especialry if I didn't have a job { ... } Not that I wont to 
go out and commit crime, the dole's not enough to live 011." 

"ff this place didn't exist and other places didn't exist like this, I'd probably just be 
walking around. I reckon I'd probably be more depressed. t reckon I probably would have 

been relapsed and probably my sisters would have tried to get me on medication and 
whatever else. I would have been worse." 

"I'd be a very lonely person. I probably would be dead. I probably would be dead." 

"It's not just the meal that they provide bt..t the staff are good you know, if you got a 
problem they'll talk to you they'll sort it out, they're very helpful. Without these places, 
well there'd be more people walking around the streets sick. You know, like way out 
there, they're vulnerable so people will attack them because they don't understand why 

they talk to themselves or they're, you know yelling out or whatever, they don't 
understand so without these places, these p,aces ore vital." 
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Housing 
Just und~ half of the su~y sam~ live in what could be deemed stabte long-term housing: 32% of 

interviewees live in public ho.usinc, ·~ ln private rental, 2% In their own homes and 2% In supported 
residential service5 (see fig. 15)- Some, but not all, community rooming houses. (occupied by 16" of 

the sample) could also be coosi~d stilble tong-term accommodation. 

However, as Figure 22 show~. on1y 2~ of the St1mpte have never e~ri~nced homelessness: 32% 

were homeless at the tune of interview and a further 489' had eKpenenc.-e(I homelessness In the 

past. This indicates that many now stabty housed clients have transitioned from homeiessness fnto 

permanent accommodation 

The survey data shows that to the 12 months prior to interview, 175 respondents - 35" of the entire 

sampte - accessed! housing se1Vices, with more than half either using the centres' own services or 

using the centres to access external ~~ (set: Fig. 39). 18% of the sample siv they now have a 

better and/or safer place to hve as a rKUlt of attendtne the centres (Fig. 44). Accordin, to ln.,depth 

interviewees, the centres play an important role in this transition: 

"ft hos helped my housing situation. I came in here ow, a yt>or ago, and on, of the 

workers pc1Jlftl me into the off,ce, and he said,. 'Sit down, ~·re going to fill in on 

application for rou.' something that I would ~, hove doM. We {ifW out on 

application together, he got mtt taken up, booked in. He also got me into Yorro HousiJtQ. 
which I opprec,ated ~ , y much. Without these pl_oces, things Jike that, I wouldn't hove 

even thought of I k~ about Yorro Hoasmg for years, but I'd nl!ver rhought that I could 

get one. I'd never tri'ed, until he drO(J()ed me into the office." 

"At the momenr mv number one is o house. Thev ore Mfping me with that becou~ onu 
I've got the house I've got everr service, ther ore now ready and l 'm having int~roted 

appo.intmMts with rhem because I can't do too much at once without the Ito~. Also 

sleeping vul~rably as ~II, I've got to be ,n the right heodspoce, so once I've got a house 

and I have that safety I con go full steam aheod. At the moment we're toldnQ llttle 

steps. N 

WGetting a home was the mom thing that helped me, too, because as soon as I got a 

home I felt more stable in life co help me some more which was good. Once you·~ goto 

home you're able to .sort af r,er your life bade, you need somewhere to live, be:ca~ if 

rou don't got nowhere to live things just don't seem to get {Wt into place. It's really hQrd 

( .. _) I've aor lots of motivorion. I didn 't before but now I have." 

Beyond the direct assistance that centre.s provide in obtaining suitable permanent accommodat,on, 

they also support clients to maintain their tenancies. This support is acknowledged directly by 15% 

of the survey sample (see Fig. 44). There are further indicators of indirect support, such as resolving 

debt (11%), managing money better (17%), and better manag;ng emotional and menta l health 

(SS9'), as noted earlier. 

But securing suitable housing is only part of the solution for homelessness: marntaining· stable 

accommodation requires life skills that require practice. 
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Life skills 
Not all centre clients need to develop or practice life skills. Many already manase their lives well and 

come to the centre for social contact, meals, group programs and services. But for others, who have 

experienced chronic homelessness, debilitating mental illness or other causes for significant social 

isolation, the centres provide opportunities for learning or re-learning and practiting the skills 

required in the day-to-day business of living. Fo· people experiencint1 multiple health or financial 

issues or personal crises, these can be complex and demanding: 

"Now I con .save, my thoughts are stable Mough to do thot ( •.. } I've learned now that I 

don't need this place. I've learned I can go home and actually cook my own lunch now 

and learned that I con be home and da these things, and I've learned to depend on 

myself and try not ta depend on it anymore and do it for myself now, which is good." 

34% of survey respondents said that attending the <:entres helped them to learn new skills for 

gettint through tife {Fig. 44). Some of these sktls are developed through services and programs 

directly targeting life management, such as tmandal counselling and legal aid, nutrition programs, 

mental health groups and cooking classes. Other p,rograms develop the complex social skills required 

to operate effectively in society through participation in sociat roles. Such programs include: 

volunteering at the centre they attend (12%), votunteering elsewhere (13%), participating in sports 

programs at their centre or elsewhere (16% and 11% respectively), and planned activity groups, 

which 39% of the sample attend, mostly at their centres (see Fig. 43). 

More broadly, the centres function as monitored social environments where people must interact 

and behave within certain boundaries. This was evident in the observation sessiOns: at one centre 

the security guard said he has had to intervene a r,umber of times to prevent clients from fighting on 

the grounds; and at another there were two observed instances of angry behavior, one where a 

person dismissed himself from the property after an outburst, and another where a staff member 

took an abusive person aside to calm him down. Some survey respondents commented 

appreciatively on how staff monitor and control social interactions, while others said that more 

needed to be done: 

"This pk:zce is fantastic, the zero tolerance to violence ls important to me." 

"There have been o few crime outbursts here. They handle them pretty well." 
"There are sometimes people gathered out and around the front door who are 
boisterously consuml11g alcohol which makes me feel unsafe in regards to enteri11g or 
leaving the property." 

Staff also have mentorint and modelling roles for social interaction and behaviours. During the 
observation phase, particularly at Sacred Heart Mission, it was noted that the most interactiOns 

transpired between staff and clients, rather thin among clients themselves. This was noticed 

espedafly at one centre, where the staff position 1hemselves at the centre of the open·ptan building 

so they can observe and be observed continu01.1sly; with clients tending to Interact with them 

whenever they move through the centre. The dinhg room at this centre also provides an instructive 

example of modelling behavior because it offers restaurant-tike service to clients: volunteer staff 

greet the clients, escort them to their tables, take their orders and serve their meals. The observed 

effect is that mealtime becomes a convivial and orderly event. This appears to validate the centre's 
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expltett strategy to Initiate and encourage mutual respect at every opportunity. An an-depth 

interviewee who attends this cent re illostrates the benefit of this approach: 

·1 benefit in different ways. I bttnefrt by being a, better person to myself. and towards 

others through them just hr/pin(} ~ by getting mf.' clotf~s and' things Ulce that It makes 

me f ~, like o better persoo, because they've hel~d me tidy myseff up:· 

About one-f,fth of centre us~rs accMs sttrvices that are aimed directly at 1a1n1nc employment. 23% 

of survey respondents are on N~tart (fig. 10), and 20% used employment services in the 12 

month$ prior to interview, the majority of these being external services. A slmiw f1Pe of 1~ used 

trainin& and educational services, again mo$t of those externally (Fis. 39). This would suaest that 

cmt,e clten.ts who are rn life .situations appropriate for seeking employment are accessing the 

relevant services 

UninUnded Outcomes 

No unintended outcomes are indicated directly l>v the study data. Howewr, one tmpHcation may be 

that so.me dients are inappropf'lat.etv dependent on the centres, or that the centres are in some w~ 
su~idising their lifestyle choices. Exam~s of t his could be ,ndivtdUc'!IJs who haw bttn itinerant Of 

homeless tor much of their lrves, and seem to do this by cho1ce 

One ln--depth interviewee appears to fall into this category. He presents him~f as a touch, ~­
suffk1e:nt person who doesn't need the company or help of others. He descrihas himfflf as a 

'travetler' and has acces!>ed centres penod1cally for decade~. Now in hts 60s., he is acceni.na one of 

the centres on a re&ular b~sis, smce he fttls he is getting too old to ~ ~~ .r<>lW', However, 

revrewmg hts life htstory indicates he grew up in a country mo1rked by violent civil unrest, developed 

PTSD from three ~ars of ai;tive service in the armed forces, and is estranged from his entire famUy ­
indud~ng his children. E.vident1y, the impact of this eKtenuahng histmy and clrcumsunces 
contributed to his p.rthway mto chronic homelessness. There is no evidence from the discussk>ns 

with in-depth intervK!Wees - several of whom were or are chronically h~~s - that t~ became 

or remain homeless. by choice. 

Nevertheless, one survey respondent did discuss how Open Access ~es (in providing him with 

foo<H aflow~ him greater choce with his spending elsewhere, even if he made bad choices at times. 

This may be an unavoidable consequence of util1sing meals as a t.ool for meaningful engagement. 

A second issue is that dients may have not reported· unintended consequences because their norms 

a round acceptable behaVtour differ from the rest of society. for eKample, workers at the Open 

Access centres felt that clients may in some cases be desensitised to safety issues because of past 

trauma. for example, individuals who are frequently exposed to violent actions have the potential to 

discount verbal abuse as problematic behavior. 

Finally, worke(S at the centres tend to assess clients' suitability for the environment and refer on 

those who might not 'fit in' or who may have other issues impacting on their suit.ability (e.g. 

children). This selection process may minimise unintended consequences. 
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Challenges for the centres 

Gender equil.y in servic:e usage 
Although the centres have taken measures to create safer and more appealing environments for 

women - Sacred Heart Mission and St Mary's House of Wekome in particular - the female 

participation rates remain low overalt. Survey respondents commented that there should be more 

female support workers, and more women-only iroups, activities, quiet rooms and venues. 

lnffl}ident resourcing to meet demaad 
According to clients, the centres are not resourced enough to meet demand. Figure 22 shows that 

21% of s\Jrveyed clients said there was at least one occasion in the previous four weeks when they 

had not been able to access a centre service when they needed it. The most common reasons for 

noMtccess clients gave were insuffident staffing, no vacant appointments, lack of facilities or lack of 

funding for the service, and the centre being dosed on weekends or public hoJidays. This resonates 

with reports in the literature that funding and resourcing are the primary challenges for Open Access 

centres. 

Survey respondents and in·depth interviewees made a number of suggestions for improving or 

expanding services, while acknowledging that their antres would need more funding to make the 

following requests possible: 

1. Requests spedftc to identity sub-groups: 

• More women's services and faciliUes, as roted above 

• Aboriginal case workers 

• Men's discussion groups 

2. Centre prac:tkallties/senfic::es: 
• Longer opening hours, induding weekend openings fonfy one of the centres is open on 

weekends) 

• More outings and excursions Inducing galleries, movies and theatre 

• Larger meat sizes; more meal choices for people with diabetes, dieting or with allergies. 

• More group activities such as music, cooking, arts and crafts, and singing 

• More recreational and fitness programs, and outdoor actMttes 

• More computers; WHi access; IT education 

• A quiet room; less noisy environments 

• More language-proficient workers for non-English-speaking clients 

• Education sessions on hygiene 

• More support programs on conflkt management 

• More up-to-date and broader range of information leaflets on services 

• Better handling of complaints 

• More centres, especially in outer suburbs and more remote areas 

• More financial assistance 

• More/longer/more frequent case management services 
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• More security to keep drug usets and consumers of alcohol away from centres and 
entrances 

• Provision of safe crisis/temporary accommodation 

Sustaining client communities 
All the data gathered for this ,tudy indicate that the Open Access centres do succeed in breaking 

cycles of homelessness and helping to resotve episodic crises for clients. The dat;;a also indicates, 

however, longer-t:f!rm usage, by those who would be considered chronkalfy hometess, as well as by 

individuals who are permanently housed. 

In Fi,ute 45 below, the survey sample 1s split into three groups: those who have never ~n 

homeless, those who are currently homeless, and those who have be.e n homeless in the past. 

f;gure 45: Length of tirnt! attending centre by home~ssness status 

Length of time attending centre 
by homelessness status 

Less than J-5 years 6· 10 
I year years 

More 
than 10 
year <; 

How Iona ,1ttenclin1 centre 

- Never been homell$S 

- curr,ently homeless 

Homeless in the pas.t 

The data trends tor all three groups a,re stnkingly similar, with the lines for 'Never been homeless' 

and 'HomeJess in the past' virtually identical. The 'currently homeless' group too is substantially 

similar, differing only in the higher pfoportion of new attendees. 

This anatysis strongly supports information from the in-depth interviews that clients continue t.o 

attend the centres even after they gain stable accommodation, and the notion that people 

experiencing chrome homelessness may also utilise th.e c-entres ove r the longer term. 

High levels of centre usage for core health services compared with usage of external services (Fig. 

40) shows that the centres are prima ry access pomts for dients who cannot or choose not to obtain 

t hose se.rvkes elsewhere . Furthermore, the survey data demonstrate how rarely clients engage with 

mainstream community activities outside of t he Open Access centres (Fig. 43}. 

When t hese usage patterns are considered alongside the substantial reported social benefits of 

attending cent res. there is a clear indication that across the client spectrum. t he Open Access 

centres a re foci for community creation. They help to create and sustain community for people who, 

irrespective of t heir housing situation, are effectively excluded from finding communit y elsewhere. 

In addition, they provide much-needed services for t heir clie nts in one convenient location. ln this 

sense , Open Access centres function as mult i-purpose community centres for those experiencing 
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significant socioeconomic marginalisation and homelessness. The challenge for the Open Access 

centres is how to continue to maintain their dual-purpose model that, on the one hand, integrates 

long-term care, providing both a one.stop shop for servicing dient needs; and on the other, supports 

clients in living to their full potential, encourages capacity building and enabtes clients to graduate 

from the system altogether . 
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Conclusions and Recommendations 
Th.is study bro.tdty supports the lit1mtture review findings that Open Acc.l!ss centres provide vital 

~Ntees to hometeu and marginalised tndtviduals .. They piay an important role in m1t~atin1 and 

insulating cii.elttS from many of the. daily chaHenges of homele ssness and ~rty in a locatk>n that is 

physically, socially and emott0nally 5.1fe . 

Effectiveness of the centres in this study 

Engttgemmt with s«rVka lntff'NI ,mt/ am-nal 
Thi! survey and tnterview m~teriil demonstrilte that the maiority of clients are ~II enpged with 

~ rvtc~ relevant to their needs It should be noted that $ervtee enppment is not nec~anly 

.Jutomatic or ,~diat~ for people who are u~tl or e)(J)C!Nt'ncing extrfflle 5C>C.:i.l ssol~tion: rat her It 

LS contingent on the devek>pment of rapt>Ort and trust betweffl c!Jfflts and worms, and With the 

centrl' as a~. In addttton, an indMdual's personal ctrcumstancl's (includ1nc the,r aperl!ena of 

~rsonal/orpnesat1<>naJ/ !.ystlml1c 1ssul'S) WIii determine whether they will ~pee with the 

opportunities aff~ to ~ m by the Open Access system, and secondly, take advantage of t hem to 

the point they can graduate from. the services. 

The su rvey and interv,aws also sugest that many clients look to Open Acce.ss centres to be a ·on~ 

stOP shop' for their se rvice needs where possib!e. The in~depth inte rv~ws indiate that this is fess a 

choice of convenience and more one of necessity, for reasons of poverty and feelmc unwelcome in 

mainstream society. 

These two factors - the 'ISSue of trust and the fee ling of unease resv1tin& from discrimination 

experienced at mainstream servtees - ma y ~ P e1Cplain the apparentJy &ow transfer to main.stream 

servic~s by many cent re clie nts. Additionally, people who haw transferred to mainstrsm services 

may no longer be usin1 the centres at all and would not be accessibte in this study. l ongitudinal 
study of chem populations and/or following up ex-clients would be re quired to ~amine trans.fer 

from centre-~ed to marnstream service usage. 

lmprovNI qualiJ;y of life 
AU t~ research findings point t-0 improved qua lity of life in the domains of social mdus10n, physical 

and mental well-bein&, housin& (within the constraints of a severe shortage of affordable housing) 
and life skills. Improved economic circumstances appear to be unachievabie for most clients beyond 

the savings they can make by using the centres' free or low-cost f.teiJities and seMces, as the 

mafority are on fixed income disability or age pensions. 

Unmet nttds an.d service gaps 
Survey data indicates that the demand for support workers, service appointments, programs and 

activitie s, opening hours and quiet spaces/women-only facilities exceeds the resourcing capacity of 

the centres However, the centres do appear to be meeting the most critical needs of their clients. 
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Empowerment or dependency? 

The common denominator in all clients surveyed or interviewed for this study is poverty. Many 

clients experience additional social marginalisaticn by way of iflness and/or life events. Moreover, 

mainstream avenues for finding social acceptance, belonging and community are simply unavailable 

for many, if not all, centre clients due to cost alone. Open Access centres provide clients with venues 

where they can be themselves and enjoy meals and activities in the company of others, even If they 

choose not to engage with them. It should be noted that the centres also make it possible for visiting 

and co-located agencies to fulftl their mandates t:, service the most marginatised people in society, 

by gathering hard-to-reach target group members in the one location. In this sense, Open Access 

centres have a unique yet integrat rote in community health, social security and fegal systems. 

There is sufficient evidence from this study to conclude that all the centres surveyed function as 

multl-pufPOSe communtty centres, providing dlents with access to community membership and the 
substantial health and well·being benefits that flow from social inclusion. This undermines the 

notton of there being a dilemma between empowerment and dependency for Open Access centre 

clients. Rather, the communities fostered by Open Acun centres provide functional benefits for 
members, just as they do in other communities. Entry opportunities to these other communities are 

minimal for a high proportion of clients, according to the evidence presented in this report. 

Improving service models and client outcomes 

Recommendations for improvement drawn from client responses falt into two areas: enhancing 

clients' social interactions and expanding or improving services and facilities. Both of these strategies 

can be expected to lead to better client outcomes. There is no evidence from this research that 

changing the overarching service models would necessarily lead to better client outcomes. 

Enhandng social interactions 
This domain covers clients' lnteractlons with workers and with other centre users. 

The importance of the empathetic quality of interaction between clients and centre workers is well 

documented in the literature, and reinforced by comments from participants in this study. According 

to our research, centre workers do very well in tl-\iS regard on most occasions, and clients are very 

cfear about the positive impact these interaction; have on their lives. Conversely, occasions where 

dients feel thev are not listened to or given the time they needed, or when they lose touch with 

trusted workers due to staff changes, cause tem:JOrary or permanent damage to their trust in the 

entire cen1re. They can also have negative consequences for clients in terms of their well-being and 

recovery progress. Open Access centres should continue their vigilance managing these Issues. 

Agencies also need to be very aware of client sensitivity to change, and ensure that clients know that 

management is Ustening to their concerns, whether delivered by individual representation or 

through a client reference group. 

Research participants provided severat indications of how to improve their experience with other 

centre users. Centres could consider adopting the following recommendations, based on clients' 

suggestions and their reports of positive or negative experiences: 
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• Run confhct management programs for clients, or more frequent programs If already offered 

• Increase safety monitoring measure$, especiaily concerning the safety of women and 
cort.il:mg offensive behaviour 1mmediate ly out$ide centre premises 

• Encourage respect for women among m.le clients 

• Expand ~""I opportunibt- ford ents, wMe keeping clea.r the d btinction i:n authority 

between staff and volunteer roles 

• Make qwet spaces avaitable for when clients need time away from noise and stimulation 

• Enhance referral pathways and partnerships with other agencies t hat provide these 5efYices 

or opportunities 

Improving sff'Vica and facilltiu 
Nearly atl recommend<1t.ions in thls category a re heavily re50ure,e dependent. tn approximate Ofder 

of cost from high to low, these are: 

• RMov.rte or rebutld c•r" to m,IXlmise v1sib1llty and safety, and the sense of a pleasant 

and welcom1ng environment 

• Provide women-only venues/areas and facilit ies if not aheady m place 

• Offer longer openi"i hours and weekend openins if not offered already 

• Increase t ~ duration and freq ~ ncy of cas.e management services 

• Eng.a, more molt1llngual and culturally appropriate workers , where relevant 

• Provide more outirws and excursions that take participants mto main'Stream vfflues or 

actMties they coukt not O·therwlSe attend 

• PrOVlde more programs and groups covering cooking, music, art an(t physial fitness 

act1vities 

• Increase and update 1T facilities for clients and offer regular courses on how to use them 

Engaging with policy change 

The ND1S rs a nationat approach based on insura nce ·principles that wi11 providt" individualised 
support and sennces, to help those with a disability, their families and carers achieve their goals and 
a:spinttlons (OHS). The reforms invofve the service system tran:srtion,ng from being a supply-ltd to a 

demand-led syste m, which requires ind ividuats to engage with the system different1y and afw-s thrm 

a greater opportunity to influence the service system t hrough the way they contract servicei. (State 

Trustees, 2016). According to the OHS, Nthe NOtS represents a signtficant change m t~ way in which 

people with disability will be accessine servtCes, which will change the way in which service providers 

do business" (OHS, 20161. The reforms se rve to place the person concerned at the centre of the 

~.e rv1ce sy!>tem, creat ing an insu<ance model to provide people with a disabiltty (including 

psychosocial disability} the support and services they nt~ed to participate in and contribute to the 

community (OHS, 2016; State Trustees, 2016}. They purport to provide individuals with greater 

choice and contro l in their lives, serving to restfucture the se rvice system. Significantly, the reforms 

suggest a shift towards a more competitive, market-based service syste m, with a move away from 

block-funded service delivery and towards ind1vidval, user-based funding. This implies that cuHent 

funding arr.ang~ments with disability service providers w1U continue in each are a until the transition 
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has been determined. Over time, however, disabi ity seivice providers will move from block funding 
arrangements to individualised funding in arrears :,f service delivery (OHS, 2016). 

According to the Psychiatric Disability Services of Victoria, the launch of the NDtS represents perhaps 
the most important change to the human service system in Australia since the introduction of 
Medicare 30 years ago {VtCSERV, 2016}. According to this organisation, "the change from block 
funding of support services to individualised disability funding - along with parallel changes to the 
funding and operations of health, mental heatth and primary health care sectors being driven by 

national health reform - presents both great opportunities and potential risks for people living with 
mental illness" (VlCSERV, 2016). Of particular concern for clients is that they may not be adequate"; 

supported to understand the revised system (lester, 2016). It is feared that vulnerable groups may 
find the system reforms too challenging to engage with and so not access the system, thereby 

missing out on available support (State Trustees, 2016). In addition, service organisations may not be 
adequately positioned or supported to work through the practical and cultural changes involved in 
moving to an Individualised, consumer-led funding and service delivery model (State Trustees, 2016). 

As such, providers are being forced to consider their approach to service delivery in the context of 
this reform (DHS, 2016J. The exact impact on funding arrangements is, at this stage, opaque. In 

particular, it is unknown how funding eligibility witl be operationaUsed, and how it will evolve. As 

such, an ongoing need for community mental health services to be provided outside the NDIS 
system is likely (VCOSS, 2015). This has created an imperative to better understand the role of Open 

Access services in providing care to vulnerable populations and how the services should adapt to 

meet the needs of their clients more effectivety. 

This study shows that Open Access centres have a high proportion of potentially eligible clients who 
are currently on Disability Pensions and have complex needs. It also demonstrates that Open Access 
centres are important ln keeping these clients in their own homes. It is also clear that Open Access 
services constitute hubs where integrated care, particularly allied and mental health care, are 
provided. Open Access services are well positioned to provlde integrated care to a client group with 
very complex needs. Ensuring that this expertise is recognised, and that Open Access services are 
included as part of the development of plans, is a key area for advocac:y. This posltk>n may 
strengthen because it is anticipated that SOJre local councHs will cease to provide home and 
community care as the Austrafian Government takes over responsibility for this among the over 65s, 
and the NOIS is operationatlsed for the under 6Ss (DHHS, 2016). This will create a service gap that 
Open Access services are wetl positioned to fill. 

The precise efigibility and service provision associated with some of these reforms, particularly the 
NOtS, are currently unknown. Table 17 outlines the steps in delivering the Ideal program, the gaps 

that might arise at each stage and potential responses of Open Access services in order to ensure 
the needs of afl clients are met. How these responses should be prioritised wilt depend both on the 

proportion of eligible dients and what se,vice delivery Is funded for them. This wilt also have flow-on 

effects for services that witl need to be funded from sources other than schemes such as the NOIS. 
Those who are ineligible for the Nots will also require greater advocacy to achieve access and 

support from other systems (VCOSS 2016). This outs further strain on the system, as funding for 
disability advocacy is woefully inadequate, resulting in large gaps in geographical coverage and types 

of advocacy (VCOSS 2016). 
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Table 17: Ideal program defivery, service gaps and responses 

Ideal NDIS p,roeram 

Clients apply to pa rticipate 

Gaps at each stage 

Clients ineligible 

Clients not able to engage 

in p.lan development 

P1an does not meet clients' 

nttds 

Services not delivered, 

poor quality or too 

expensive. 
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Open Access service response 

Pot entially eligible clients supported 

, to apply 

Alternat ive services/ support found 

for ineligible clients 

Clients supported to ~k>p pfan 

best suited to their needs 

Advocacy to ensure that plans 

include a ll services clitmts need 

Plans reviewed to assess the extent 
to which the needs of Open Access 
d ients are supported 

Advocacy to ensure that plans 

include all services clients need 

Evaluation of services delivered to 

ensure that quantity, quality and 

cost are appropriate 

Advocacy to ensure that p~ ns: are 

appropri·ate and that services are 

delivered 
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Recommendations 
Recognmng the value of Open Access services 
This study has recognised the strengths and benefits of Open Access centres, and their role in 

preventing adverse outcomes for clients with compfex needs and disadvantages. It found very little 

evidence of unintended negative consequences. Policy change on a number of fronts could impact 

on Open Access services and their clients. In this context, the value of Open Access services needs to 

continue to be recognised. The Open Access model of service itself should be promoted, highlighting 

its unique approach for members of society who are experiencing, or at risk of, homelessness. The 

fact that these spaces allow people access to meaJs, essential seJVices and a place to belong without 
requiring anything of the client, including personal information, is a key feature of their service 

delivery. 

Enhandng dients' social interactions and expanding or improving semc:es and facilities 
Recommendations for service and centre improvements falf into two categories: enhancing clients' 

soci.» interactions, and expanding/Improving senrices and fadtities. To address the fact that many 
individuals within the sampled population experience social isolation, it Is important to facilitate 

interactjons among clients as wet! as with staff members. Continuing to encourage participation in 

activities and creating an environment conducive to social interaction ls key to this. tn addition, 

further irt(Orporating dient feedback into the improvement of services and facilities wilt continue to 

improve client satisfaction. These strategies can be expected to lead to better client outcomes. 

There is no evidence from this research that changing the overarching service models would 

necessarily lead to better client outcomes. 

Developing systematic approaches to reducing safety threats 
During the consultation phase of the project, workers at the Open Access centres identified a 

number of programmatic proposals (e.g. changing meat times) and client management proposals 

(e.g. screening and assessing attendee vutnerabUty) to help reduce potential safety Issues. White 

extensive safety procedures exist at Open Access centres, the strategies used by centre staff to 
manage minor risks and incidents are seldom reported, including communication of these 

procedures between centres. A more systematic approach to documenting these strategies may be 

helpful in undermnding their effectiveness and adjusting to changing dient populations. 

Promoting tbe role of Open Access ceatres in providing integrated care 
The study showed that Open Access centres are seen as a 'one-stop shop' to meet their clients' 

needs. Thev provide a broad range of health - including aflied health -and soeial services. Current 

reforms associated with the National Disability Insurance Scheme, aged care and mental health 

focus on the provision of integrated care. Open Access service leadership in this area should be 
highlighted, particularly for dients with complex needs. Therefore, it is important that the system be 

recognised as serving a dual purpase within the community: 

1) Open Access services are leaders in integrated care, providing a one-stop shop for 

servicing client needs; 

2) Open Access services support clients in reaching their full potential, encourage capacity 

building and enable dients to graduate from the system altogether. 
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Engaging with policy change 
The National Disability Insurance Scheme {NDIS) aims to prov,~ integrated care for people with 

disabilities under the age of 65, and encompasses reforms in aged care and mental health. Among 

clients 1n this demographic, 61% were on Disability Pensions. Of these, 10% reported a phys~cal 

illness. 29% a mental illness and 40% both a mental and physical illness. These figures were 9.9%, 

25.2% and 23.8% respectively for cl ients under the age of 65 who were not in receipt of a Disability 

Pension. This may suggest there are eligible clients who are currently not receiving benefits. Given 

the outcomes framework underpinning the NOJS, it would also be recommended that Open Access 

centres continue the process of developing their own outcomes frameworks and measure their 

impact on clients in order to be aligned with the PQlicy changes. 

Open Access centres need to ensure that all eligible clients are accessing new schemtos and that 

these schemes are included as part of a client's care tt is also important to ensure that funding is not 

eroded to the extent that eligible clients are no longer able to receive care. 

01ent elig1bil1ty and funding imphcations associated with ,the NDtS are still unknown. However, 

consultation with Open Access centres in pilot sites may provide important insights, in order to 

better inform responses. 
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Appendix 1 

Interview schedule 

Thank you for tai<ing the time to help us by agreeint to do this interview. In this interview l would 
like to understand a little bit more about you, the services you use and how they can be better 

designed to meet your needs. 

So first I'd Hke to start out by asking: 

Understanding their history of coming to the centre 

• How k)ng have you been coming to this certre? 

• What brought you to the centre in the first place? What was happening in your life then? 

• [Probe gently for their back history, as far as your rapport allows at this moment. Be alert to 
what the interviewee says as cues to delve further. By the end of the interview ycu should 
cover: current and past housing; family situation past and present, important others in their 
life, income and emptovment challenges] 

Centre usage now 

• What brings you to the centre now? What :to you do when you come here? 

• How frequently do you come to the centre? When do you tend to come? {Why do you keep 

coming back?) 
• What would you say you get out of coming to the centre? 

• What services here do you use? 
• What other services or drop.-in centres do fOU use? How did you connect with these? 

• Are there any services you need but you can't access? 

• How do you feel you benefit from the services? 

Health and other issues 

• Oo you have any health issues that make hfe harder or stop you from doing things you want 
todo or need to do? 

• Are there any other problems that make life harder for you? 

• Are you getting enough help with these issues? What other help would make life better? 

• Has your health improved as a result of coming to these drop-in centres? How would your 
health be different if you didn't have access to these centres? 

• Do you feef the centre is a safe space for ,ou to attend? 

• Have your needs been addressed in attending the centre/centre programs? 
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Making changes 

• Where would you go if you didn't come to this centre? Where would you go if drop·in 

programs didn'.t exist? 

• Do you think drop-in services are important? Why? 

• Would you say that comil'l8 here has helped you make positive changes in your Hfe/your 

health/yout housing situation? 

• [If yes} What changed? How did that happen? 

• Are there any changes in your life that you'd like to see happen? What would it take to make 

those changes happen7 

• Where would you lii<e to see yoursetr one year from now? 

• Do you think this umtre could play .a part in helping that t o happen? 

Comments about the drop-in etmtre 

• wtlat do you like most about this centre? 

• Is there anything you don't like? 

• Ha\/e you noticed anything that could be improved? 

Housing presenr and post 

• So what i_s your housing situation at the moment? What sort of place are you hving in? 

!Probe: is that with family or friends or ... ?) 

• Do you want to stay or move? How long have you been there? And before then? 

Income and employment 

• Now I want to ask about your financial situation, if that's OK. What is your main source of 

income? Is that enough to make end's meet? How do you get by if it isn't? 

• !If not working now) When was the last time you we.re able to get paid work? What are the 

barriers to you getting work? 

Relationships 

• Do you have any family in Melbourne? !probe if still in contact with family wherever they 

are; probe to ask about growing up) 

• Who do you interact with on a daily/weekly basis (generally and at the centre)? 

Final Q 

• Is there anything we haven't talked about that we should know, or you want to tell us? 
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Appendix 2 

Drop-in Client Survey Version S.3 

Administrative section 

1. Name of drop-in centre 

2. Administrative data 

Sequential Number Interviewer Name 

Date of Survey I I 

Type of consent 
Interviewee 

identifiers 

Written (W) or 
2 letters first and 

Oral (0) 
last name 

Confidential survev ot People Who use 0rpp-1n serv1ces 

uln this survey we ask you questions to help us understand who is using the drop-in service, what 

their needs are and whether the services provided are meeting those needs. 

"In the first half of this survey I would like to gather some information about you, your housing 

situation and your health." 

3. What suburb or area do you currently live in? ................... .. 

4. How old are you? 

c Under 18 o 18-14 015-44 045-64 o 65 or over. 

5. What is your gender? 

o Male o Female o Other .......................... . 

6. Where were you born? 

o Australia ::J Other (please specify) ............................. . 

7. Are you of Aboriginal or Torres Strait Islander origin? 

c Neither a Aboriginal ::::i Torres Strait Islander o Both Aboriginal and Torres Strait Isl. 

8. Is English your main language? o Yes o No 

9. If you answered 'No' to Q8, what is your main language? ................................... . 

10. What is your education level? 
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_J Primary school r Secondary/ High schou1 u Trade or Technical Qualification/TAFE 

c University degree or equivaf~t o Con't know 

11. What best describes your current living arrangemenb? Are you .... (please tick ONE o nly) 

o l iwlg alone ! ; l1vmg with your partner I family members/ people you feel dose to 

o livii,g with others 

12. Do you care for any dependent persons? c Yes u No 

13. If VO\J answered 'Yes' to Q12, how many depenjents do you care for? 

Children ............ ..... Adults .............. . 

14. What are your sources of income? {ltd< all that apply): 

Cl No incomt' Li Owf1 Waae r:... Spouse/ partner's, income tJ C:entrelink 

D OVA Pension o Other (please specify)... ···- ·- --" · .. ··- ···-

15. ff you are receivina Cffltre!ink ~~ which :mes are they? 

c Newstart CJ Disability ~n~ {DSP) c Age Pension 

D Austudy O Abstudy 

u Don'tknow u Other (please specify) ..... ..... , ..... ,., .. , ............ . , ... ..• 

16 Are you currently loo.tung for work? 

o Yes tJ No 

17. If YOll answered 'Yes' to Q16, what methods c1rt.! you u~ng to find work? Please lick all that apply 

:;, Employment services o Jobseeklng webs tes o Word of mouth 

~ Other (please specify)......... ... . . .... . 

18. Durtng the past six months have debts got in the way of meeting your basic needs, such as 

buyina food, paytnc for t ransport, accommodaHon or other bifls? 

.=, YH- often o Yes - sometimes o rJo 

19 Which of these best describes your current acommodation? P1ease t ick ON£ of the following: 

n Private rooming 'house - shared faciJ1t1es o Prwate rooming house - self-contained 

p Public housing - long temi o Sleeping rough, e.g. squat, .street, car 

o Private rent al o Support4!(1 Residential Service 

o Community rooming house - shared facilities :::i Community rooming house - self contained 

o Staying with fr-le.nds/couchsurfing o Crisis Accommodation 

u Caiavan park o OWn home 

a THM -Transitional Housing o YWCA Hostel CJ Other: ......... H·············· 

20. For how fong have you been living at this acronmodation? .............. . 

21. Do you feel safe when, you currently live?. 

o No Cl Yes moderately safe Cl Yes very safe 
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22. Are the service!> and facilities that you need easy to get to from where you currently live 7 

Li No o Yes moderately easy o Yes very easy 

23. Are you able to connect with friends and family from where you currently live? 

nNo o Yes sometimes o Yes often 

24. Do you feel part of your local community where you currently live? 

o No o Yes moderately o Yes very much 

25. Can you provide an estimate of how many times you have shifted accommodation .... 

a. In the last six months? 

Not at all; 1-5 times; 6-10 times; 11-20 times; 21-30 times; more than 30 times 

b. In the last five years? 

Not at all; 1-5 times; 6-10 times; 11-20 times; 21-30 times; more than 30 times 

Interviewer: We define homelessness as: People without conventional accommodation (living on the 

streets or in squats etc); people staying temporarily with other households (because they have no 

usual address}; people in emergency accommodation (refuges, shelters etc); and people Jiving 

temporarily in boarding houses or caravan parks. 

26. Are you now or have you ever been homeless? 

o Yes currently o Yes in the past o No 

27. If you answered 'Yes currently' to Q26, how long has it been since you were living in permanent 

accommodation, say for more than two years in the same place? 

o Less than a week 

o 1 to 4weeks 

u 1 to 6 months 

o 6 months to 1 year 

o 1 to 5 years 

n More than 5 years 

28. During the past four weeks has your mental health stopped you from doing what you wanted to 

do or need to do, e.g. go to an appointment? 

o Yes often o Yes sometimes o No 

29. Do you regard yourself as living with a mental health condition or mental illness of any type? 

o Yes n No 

30. If you answered 'Yes' to Q29, what is the condition or illness? ................... . 

31. During the past four weeks has your physical health stopped you from doing what you wanted to 

do or needed to do, e.g. climbing stairs, preparing a meal, day-to-day tasks? 

o Yes often o Yes sometimes o No 

32. Do you regard yourself as living with chronic disease or chronic illness? 

o Yes o No 
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33. If you answered 'Yes' to 032, what is the d,sease or illness? .................. . . 

34 Are you able to see a doctor when you need to? 

o Yes :: No but I would t! to~ one ~ ever I need to o No I'm ,not inte~ted 

35. Durit'li the past four weeks has alcohol or drue use stopped you from doing what you wanted to 

do ,or needed to do e.g. getting a meal, ·attending a program or appointment, going to work? 

o Yes often :::, Yes sometimes o No 

36. If vou needed to talk to someone about a serious issue, who would you talk to? ~ease t ick one 

or mo re of the fotlow.nt1: 

o friend o Family member r. Case manager/Social worker o Don't know 

n I would not taJk to anyone , Religious person e.g. priest. nun 

o Counsellor o r he(llth professionll o Other ..................... . 

·Now, in the second half of the survey, I would 1ike to ask about your use of this drop·in centre" 

37. For how long have you bttn attending thtS drop-in centre? 

o Less than 1 year 

a 1-.Syo.rs 

o 6-lOyears 

t 1 More than 10 years 

38. How often do you attend this drop-In centre? 

w Daily 

n 2 or 3 times a week 

o Weekly 

o Fortnightly 

{ J Monthly 

u Occasionally 

39 Do you also go to other drop-in centres such as ihe Indian Sisters, or St Peter's or St Mark's? 

1 Yes CJ No 

40. If yo1,1 answered 'Yes' to Q39, how often do you, .>ttend other drop-in centres? .•.. - ............. . 

41. Which of the following reiScsons best describe wl-ty you use this drop·in centre? Piease tick all that 

apply. 

o t'm homeless and need assistance to acc-ess ,ous,ng 

n My housing Is at Immediate risk e.g. evfction 
::i I am fleeing a family violence situation 

::i To K cess women's services 

'...l I need support to re main living In my own hc,me 

a I've moved into one of this agency's residential services 

:i Assistance W'ith physical health issues 

-, Assistance with mental health issues 
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o Assistance with alcohol or other drug issues 

o To access a group or volunteer program 

o For social connection, seeing people, meeting friends 

o For material and/or financial assistance or support 

u Formeals 

c To use the facilities e.g. showers, laundry, computers and internet, phone charger 

o Referral to another service 

o Other (please specify} ............................................... . 

42. Is this drop-in centre a place where you feel accepted by others? 

oYes 

oNo 

o Unsure 

o Not applicable 

43. Is this drop-in centre a place where you feel safe? 

oYes 

oNo 

o Unsure 

o Not applicable 

44. Does coming to this drop-in centre help you to connect with other services and programs? 

oYes 

o No 

o Unsure 

o Not appUcabfe 

45. What do you like most about this drop-in centre? Please tick all that apply. 

o Something to do 

o It gets me out of the house 

o Meeting people/making friends 

o Getting support 

o Help to access other services 

o Provides an opportunity to be with people who have similar issues 

o I can be anonymous if I want 

o Other (please specify} ................................ . 

46. Over the past year, which of the following services or supports have you used? Please indicate if 

this drop-in centre provided the service or if it referred you to the service; or if this centre was 

not involved in obtaining the service. 
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TYPE OF SERVICE I used tht> This centre ' This centre This cent rP I 

SPrvice referred me to rPferred me to was not 

provided by a different another mvolvedin 

I 
this drop-in (name of agency that obtaining the 

I centre agency) site to provided the senn~ thot , 

I 
provide t.le service used 

service [cption 

not used/or 

SM HOWj 

1 Homelessness 

sttvic.es I 
2 Housm&- i 

including crisis I andsupported 

accommodation I 
3 Cri.sis responst': 

and referral 

iocludmg 

emergency relief 

4 Employment 

services I 
5 lraintngand 

eduubon I 

6 Family violence 

-
7 Centrelink 

8 Child ·protection 

' 

9 family and child 

support 

10 Sexuat d iversity 

support 

11 Nursing 

12 Optometry 

13 Dental 

14 Podiatry 
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15 Emergency 

department at a 

public hospital 

16 Mental health 

17 Emergency 

psychiatric 

service at a public 

hospital 

18 Other health 

services not listed 

here 

19 Disability support 

20 Drug and alcohol 

21 Aged care 

22 Legal aid 

23 Financial 

counselling 

24 Meals/ Nutrition 

Program 

25 Sports 

26 Planned Activity 

Groups 

27 Volunteering 

28 Mentoring 

29 Pastoral care 

47. Over the past four weeks were there any services that you needed which were not available to 

you or you could not use for any reason? 

n Yes o No 

48. If you answered 'Yes' to Q47, what were the services you needed, and why were you unable to 

use them? 

49. Do you participate in any of the following activities outside of a drop-in centre? 
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Never Rarely Sometimes Often 

Activity 

Church group D D D D 

Sport group or gym membership D D D D 

Choir D 0 D D 

Other community or social group D 0 D D 

Music venues, Hve shows 0 D D D 

Libraries, museums, art galleries 0 D D D 

Volunteering D D D D 

Other: ................................ .. D D D 

50. As a result of attending this drop-in centre, would you say there has been positive change for 

you in any of these areas? Please tick all that apply to you. 

(Health and well-being) 

n Eat better 

::::i Better address my physical health needs 

o More able to manage my emotional and mental health 

o less problematic drug and/or alcohol use 

o lnt:reased participation in healthy activities 

[Independence] 
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o Learn new skills for getting through life 

n Do day-to-day tasks more easily 

o Know how to go about accessing the help I need 

o More confident in my ability to make better decisions 

[Housing) 

o Have a better place to live 

o Have a safer place to live 

o Have a more affordable place to live 

u Better able to manage my tenancy 

c Transition to housing more suited to my needs 

[Social and civic participation! 

c Make new friends 

o Get involved in social or leisure activities 

c Feel more part of the community 

L Reconnect with my family/my children 

c Enrol to vote 

[Economic participation} 

o Get involved in training. volunteering or work 

o Obtain ID 

o Obtain my own bank account 

c Resolving outstanding debts and/or fines 

u Better able to manage my money 

S 1. Do you have any other comments you would like to make about this drop-in centre? 

"If this survey has raised any issues that you would like to discuss with someone, please talk to a 

member of staff.ff 
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52. Do you feel that you need to talk to someone bticause of this survey? 
aves o No 

Thank you for your time and participation in the survey. 
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Appendix 3 

Survey data tables 

Q4 How old are you? 
, ___ ·----»-

Age occ PM SHM SMHOW Alt centres %responses 

18-24 6 6 1.22 

25-44 36 24 74 20 154 31.24 
45-64 53 54 94 56 257 52.13 

65 or over 9 17 26 24 76 15.42 

Total 98 95 200 100 493 100.00 

QS What is your gender? 

Gender occ PM SHM SMHOW AH centres % responses 

Male 87 76 134 67 364 73.83 

Female 11 19 65 33 128 25.96 
·-

Other 1 1 0.20 

Total 98 95 200 100 493 100.00 

Q6 Where were you born? 

Country of birth occ PM SHM SMHOW Atl centres % responses 

Australia 77 71 153 55 356 72.21 ....... 
Other 23 23 46 45 137 27.79 

Total 100 94 199 100 493 100.00 .. 

Q7 Are you of Aboriginal or Torres Strait Islander origin? 

All % 

OCC PM SHM SMHOW centres responses 

Neither 86 B3 190 93 452 92.62 

Aboriginal 11 7 6 7 31 6.35 

Torres Strait Islander 1 1 0.20 
·- ... 

Both Aboriginal and Torres Strait 

Islander l 3 4 0.82 

Total 98 91 199 100 488 100.00 

·- ·-· ._, ~ 

Q8 ls English your main language? 

SH SMHO 
DCC PM M w All centres % responses 

Yes 93 86 187 74 440 90.53 

No 4 6 10 26 46 9.47 

Total 97 92 197 100 486 100.00 
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QlO What is your education level? 

All % 

occ PM SHM SMHOW centres responses 

Don'tlcnow 4 8 9 3 24 ... 92 

Prim.yschooi 5 6 13 4 28 S..74 -- - - -- -
Second¥y/Higti school 70 61 116 60 307 62.91 

T~ or t~linical qualifiqst.iori/ 

TAFE 11 10 32 15 68 13.93 
' 

""'"'fY dtgrtt Of eQU1Viltrm 8 10 26 17 61 1250 

Total 98 95 196 99 488 10000 

Qll What best dticri~.s your rurrent living arrang?ments? 

occ PM SHM SMHOW Al c.mres '!II, responses 

Llw,,g~ 68 72 152 63 355 72.75 
lMng with others 23 12 30 9 74 1516 
l!V'lfl9 •tn your pat.n«Jfarnly 
members/people you feel close to 8 ~ 17 28 S9 U09 

Total 99 90 199 100 488 100.00 
--

Ql2 Do you care for any dependent persoos? 

occ PM SH \4 SMHOW AN Cffltres -i. responses 

No 90 8S H9 73 417 I 87.79 

Ye1 7 8 ;•2 21 58 12.21 --- _ ... 
Total 97 93 l~l 94 47$ 100.00 

. -
Ql4 What are your sources of income? Please tkk 311 ttiat apply 

~ centres I 
% 

Values occ PM SHM SMHOW res:ponRS %sam~e 

No income 5 l 6 2 IA 2.79 2.82 

Ownwage 3 3 2 a , 1.60 1.61 

Spouse/ partnar's income l ] 1 : 3 060 0.60 . 

Centrefink 90 93 188 93 464 92-61 93.55 

fN A Peosion 2 4 6 1.20 1.21 

Other 1 1 3 l 6 1.20 1.21 

Total 100 96 203 102 501 

QlS If you are receiving Centrefink payments. whir h ones are they? 

Totbl 'l6 of $Mllpie , 
Newstart 113 22.78 
Disability Pension {DSP) 284 57.26 

Age Pension 64 12.90 
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l Austudy 
Abstudy ------- ---- ~ I 
Q16 Are you currently looking for work? 

occ PM SHM SMHOW All centres % responses 

No 61 79 137 83 360 73.02 

Yes 38 16 62 17 133 26.98 
Total 99 95 199 100 493 100.00 

Ql7 Jf you answered Yes to Q16, what methods are you using to find work? 

Please tick all that apply. 

Employment services Word of mouth Jobseeking websites Total responses 

71 67 54 192 

Q18 During the past six months have debts got in the way of meeting your basic needs. 
such as buying food, paying for transport, accommodation or other bills? 

occ PM SHM SMHOW AU centres % responses 

No 33 51 72 38 194 39.19 
~-~-~~ 

Yes sometimes 27 14 54 36 131 26.46 

Yes often 40 30 74 26 170 34.34 

Total 100 95 200 100 495 100.00 

Ql9 Which of these best describes your current accommodation? 

All 
occ PM SHM SMHOW centres % responses 

Caravan park l l 0.20 
Community rooming house -

seffwcontained 5 8 19 8 40 8.08 

Community rooming house -
shared facilities 8 11 16 6 41 8.28 

Crisis accommodation 1 3 4 0.81 
Other {please specify) 6 3 8 5 22 4.44 

Own home 2 s 1 8 1.62 

Private rental 2 14 17 10 43 8.69 

Private rooming house -

selfwcontained 6 2 10 2 20 4.04 

Private rooming house -

shared facilities 4 8 25 1 38 7.68 

Public housing - long-term 31 34 37 56 158 31.92 
Sleeping rough, e.g. squat, street, 

car 25 6 48 9 88 17.78 
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St.lying 'With friends/coochsurfing 
. 

8 2 12 242 • 
Supported Res1dmtial ~rvice J.. 2 4 10 2 02 

THM - Transtt1onal Hous.mg 4 4 1 9 182 

YWCA Hostel 1 l 0 .20 

Total 100 94 201 100 49S 10000 

Q21 D-0 you feel safe where you currently live 1 

0(( 11M SHM l SMHOW All Cffitres % respon~ 

No 22 17 53 12 104 21.18 
Yes moderately safe 3-4 26 6Q I 39 1S9 3.2.38 
Yes very safe 44 51 84 -49 228 46.4M 

Total 100 94 197 100 491 100.00 

Q22 Are the ,eMces and f~dfities thlt yo., ni!ed easy to get to from \#here you currtntty live? 

ace PM SHM SMHOW All t:e,ntl"8 % r~ns.!S 

No 12 6 28 10 ~6 11.64 
V es moderately easy 29 144 39 17 99 20S8 
Yes very easy 57 71 126 72 326 67.78 ,_ 

Total 98 91 193 99 481 100 
-

Q23 Arc you ab~ to connect with friends and family from where you cunently live? 

occ PM SHM SMHOW All centres % re$ponws 
No 34 2l. w 32 167 3458 

Yes som.tlmes 39 30 ~ .. 31 154 31.88 
Yes often 25 42 (.0 35 162 33.54 

Total 98 93 194 98 483 100,00 

Q24 Do you feel part of your local comm.mity where you currently live ? 

Row Labels DCC PM SHM SMHOW AU centres % responses 

No 48 35 73 22 178 36.03 
YttS moderateiy 24 17 64 34 139 28.14 -Yes~ much 28 43 62 44 177 35.83 

Total 100 95 199 100 494 : 100.00 

Q25a Can you provide an estimate of how many times you have 

shifted accommodation in the past snc m:mths? 

occ PM SHM SMHOW All centres % re~es 

Not at all 48 64 9S 75 282 59.49 
1 to 5 times 31 17 67 16 131 27.64 

6to 10 times 9 3 l3 2 27 5.70 
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11 to 20 times 4 3 8 3 18 3.80 

21 to 30 times 3 3 6 1.27 

More than 30 times 2 2 6 10 2.11 I 

Total 97 89 192 96 474 100.00 

--
Q25b Can you provide an estimate of how many times you have 

shifted accommodation in the past five years? 

occ PM SHM SMHOW All centres %responses 

Not at all 32 40 45 56 173 37.20 

1 to 5 times 21 29 64 28 142 30.54 

6 to 10 times 18 11 33 5 67 14.41 

11 to 20 times 13 3 18 1 35 7.53 

e 21 to 30 times 2 4 6 1.29 

More than 30 

times 9 5 20 8 42 9.03 

Total 95 88 184 98 465 100.00 

--
Q26 Are you now or have you ever been homeless? 

occ PM SHM SMHOW All centres %sample 

Yes currently 41 16 78 22 157 31.65 

Yes in the past 47 53 93 47 240 48.39 
No 12 26 30 31 99 19.96 

Total 100 95 201 100 496 100.00 

Q26 Gender analysis of ever been homeless 

Gender Ever been homeless 

No Yes currently Yes in the past 

female n=l28 18.75 33.59 47.66 

Male n=364 20.33 31.04 48.63 

Q27 If you answered 'Yes currently' to Q26, how long has it been since you were living in 
permanent accommodation, say for more than two years in the same place? (Data 

cleaned to only include respondents who reported being homeless at time of interview) 

occ PM SHM SMHOW All centres % responses 

l to 4weeks 2 11 l 14 9.27 

1 to 6 months 7 4 11 1 23 15.23 

6 months 10 1 year 4 8 1 13 8.61 

1 to 5 years 10 8 19 10 47 31.13 

More than 5 years 16 4 25 9 54 35.76 

Total 39 16 74 22 151 100.00 

105 



Q28 During the past four weeks hJs your mefltal health stopped you 

from doing what you wanted to do or needed to do e.g. go to an appointment? 

occ PM SHM SMHOW All ct!fltres % respon~ 
~ 

No 47 49 93 55 244 .I 50.31 

Yes~imes 22 , 25 48 33 128 26.39 

Y~ oft~ 26 18 S8 u 113 23.30 

Tota! 95 92 199 99 485 100.00 

Q29 Do you regard yourself as tivmg with a mental healtt, condition I 
Of mental il!ngs of any type? 

occ PM SHM SMHOW All centres ~ respoiues ' 

No -4-0 33 91 43 207 42.24 

Y,t!<; 59 61 106 S7 283 S7.76 

Total 99 94 197 100 490 100.00 

Q31 D\Jring the past four Wttks has your physic.al health stopped )'CM.I from d0tng what you 

wanted to ck> or nffded t o do e.g .. dimbing stairs. preparing a ~ al day-to~ tastes? 

oc.c PM SHM SMttOW Al ten~ " responses 
No 51 57 102 42 2S2 Sl.22 

Yl!S so metimes 23 17 48 28 116 23.S8 

Yes often 25 19 ;o 30 124 25.20 
Total 99 93 2)0, 100 492 100.00 -~ -- - --- ---- - -

Q32 Do you regard yourself as living with chronic d r~ase o r chronte 1llneS$? 

occ PM SHM SMHOW All centres --No 48 47 113 53 261 
Yes 51 48 83 44 226 

Total 99 9S 196 97 487 

Q:34 Are you able to see a doctor when ynu need to? 

All 
occ PM SHM SMHOW centres 

Yes 84 83 178 85 430 -- -No but I wouid like to see one 

whenever I need to 13 7 18 13 51 
No I'm not interested 3 3 ,4 l 12 

Total 100 93 200 100 493 

Q35 During the pasl four weeks has akohol, or drug use stopped you from doing 

what you wanted to do or needed to do ~.g . g etting a meal, attending a program 

or appointment, going to work1 

106 

% responses 

53.59 

46.41 

100 00 

% responses 

8722 

10.34 

2.43 

100.00 



occ PM SHM SMHOW All centres % responses 

No 64 76 143 82 365 74.34 
Yes sometimes 20 10 23 14 67 13.65 

Yes often 16 6 33 4 59 12.02 

Total 100 92 199 100 491 100.00 ~-----·--·- ··- ·~·. ·-- - - -

Q36 lf you needed to talk to !'.omeone about a serious issue, who would you talk to? 

Number of responses %responses 

Friend 149 17.78 

Family member 96 11.46 

Case manager/social worker 291 34.73 

Counsellor or health professiOnal 164 19.57 

Religious person e.g. priest, nun 60 7.16 

Don't know 20 2.39 

I would not talk to anyone 40 4.n 
Other 18 2.15 

Total 838 10000 

Q37 For how long have you been attending this drop-in centre7 

occ PM SHM SMHOW All centres % responses 

Less than 1 year 20 11 41 8 80 16.19 

1-5 years 29 29 62 28 148 29.96 

6-lOyeaB 21 18 40 19 98 19.84 

More than 10 years 29 37 58 44 168 34.01 

Total 99 95 201 99 494 100.00 

Q37 Analysis of homelessness status by how long attending centre 

% of homelessness status group 

Never been Currently Homeless in the 

How long attending centre homeless homeless past 

Less than 1 year 11.22 29.49 9.58 

1-5 years 32.65 28.21 30.00 

6-10 years 20.41 14.74 22.92 

More than 10 years 35.71 27.56 37.50 
_,,.._.. ___ 

100.00 100.00 100.00 

Q38 How often do you attend this drop-in centre? ~--- - -··- --- -- , ____ --~ --- - --"~-occ PM SHM SMHOW All centres % responses 

Daily 28 45 74 40 187 39.45 

2 or 3 times a week 40 35 68 40 183 38.61 

Weekly 10 6 19 12 47 9.92 
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fortDlghtly 3 ' l 11 1 16 3,38 

Monthly 1 1 8 l.69 ---- - --~ 
0cuJ}t~Uy 10 2 17 4 33 6.96 

fot.-1 92 89 L96 97 474 10000 

Q39 Do you also go to other drop-in Cf!nttt"S such as the Indian Sisters. 

or St Peter's Of St Mark's? 
O(_( PM SHM SMHOW All centres %respon~ 

No 48 58 102 I 39 247 S0.51 

Yes 52 35 9S 60 242 -49.49 

Total iOO 93 ·1 197 99 489 100.00 

Q41 Which of the following reasons best describe why yoo use this dro.p-in centre7 ~. bck all that apply. 

%, respon~ 

J'm hornet~ and need anistance to access housing 91 S.61 

My housi,g is ~ immediate risk e,g. eviction 12 069 

I am ~ a famiy vioienc.e srtuation ll 0.64 
To access women's services 54 312 

I need support to remain livmg In my owr home 51 295 

I ve ~ into one of th,s agency's resid~tial services 3 0.17 

Assistance with physical health issues 116 671 

Assist~ with mffltal health rssu~ 111 6.42 

Assistance with alcohol or othet drug isst.l!?S 41 2.37 

To access a group or voluntttr program 81 4.68 

FOf' social connection. stt•ng people, metrttng friends 282 1630 

For rmterial and/or financial assfstance o ' support 74 4.28 

For meals 450 2601 

To use the facilitil!?s e.g. showers. laundry, computers and inte~t. 

phone charger 186 10,7S - ------
Refl!?rral to another service 127 7.34 

Othef 34 1.97 

Tota1 1730 10000 
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Q41 Analysis of reasons for using drop-in centre by gender 

Female %of women Male %of men .,__ ___ 
,_, --·-< ~-..--.-,- --

I'm homeless and need assistance to access 

housing 28 5.10 69 5.90 
I am fleeing a family violence situation 9 1.64 2 0.17 

To access women's se,vices 54 9.84 0 0.00 

My housing is at immediate risk e.g. eviction 5 0.91 7 0.60 

l need support to remain living in my own 

home 17 3.10 33 2.82 

To use the facilities e.g. showers, laundry, 
computers and internet, phone charger 51 9.29 134 11.46 

I've moved into one of this agency's 

residential services 0 0.00 3 0.26 

For material and/or financial assistance or 
support 31 5.65 43 3.68 

For social connection, seeing people, 

meeting friends 82 14.94 197 16.85 

Assistance with physical health issues 27 4.92 87 7.44 

Assistance with mental health issues 30 5.46 80 6.84 
Assistance with alcohol or other drug issues 12 2.19 29 2.48 

To access a group or votunteer program 33 6.01 48 4.11 

For meals 115 20.95 331 28.31 

Referral to another service 44 8.01 83 7.10 

Other 11 2.00 23 1.97 

Total 549 100.00 1169 100.00 

Q,42 ls this drop-in centre a place where you feel accepted by others? 

occ PM SHM SMHOW All centres % responses 

Yes 88 82 170 90 430 87.76 

Unsure 5 8 15 10 38 7.76 

No 3 3 10 16 3.27 

Not applicable 1 5 6 1.22 

Total 96 94 200 100 490 100.00 

Q,43 ls this drop-in centre a place where you feel safe? 

occ PM SHM SMHOW All centres % responses 

Yes 88 86 177 90 441 89.63 

Unsure 7 3 15 9 34 6.91 

No 3 3 5 11 2.24 

Not applicable l 2 3 6 1.22 

Total 99 94 200 99 492 100.00 
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Q43 Ana!ysi~ of fee-ling safe at centre by 91tnder 

No Unsure Yes Not applicable 
--- -- -~-

~of ot % of %of T~ I % of 

count gender count ~,der cou.nt gender count ,gender count gender - - .... - --- -- -
female 3 2.36 11 8.66 111 87.~0 2 1.57 127 100.00 

Ma~ 8 2.22 23 6_37 326 90.3-0 4 1.11 361 l OOJ)O 

Q44 Does coming to this dro~-in centre h.tip y01J to connect with other seMCes and programs? 

occ PM SHM SMHOW All centres %t6pons~ 

Yes 85 68 154 I, 85 392 79.19 

: Unsure l 11 20 8 40 8.08 

No 12 15 15 s 47 9.49 

Not applicable 2 ] 11 2 16 3.23 

total 100 95 lOO 100 49S 100.00 

---- - - --- ---- ----- 1 Q45 Whal do you like most about this d mp-in centre7 

Plea$e tick au that apply. . 
% ' 

responses 

Something to do 332 1<4.98 

It gets me out of the house 345 lS,57 

Meeting people/making friends 368 16.61 
I 

Getting support 355 16.02 

Hetp to access other services 295 13.31 

Provi~ an opportunity to be with p~plc! who have 

Stmilat issues 272 12.27 

I. can be anonymous if l want 191 8.62 

Other 58 2.62 

Total 2216 100.00 

Q46 Ovef the past year, which of the following services or supports 

have you used? - ·- - - This centre 

I used ~eterred me 

the to a This centre This centre 

serv1c~ different referred me was not 

provided site of to another involved in 

by th~s theirs to agency that obtaining ' 

d rop-in provide the provided the service 

centre service the service that I used Totals 

Home~ sness services 119 6 23 82 230 

Housing - including crisis 63 7 24 81 175 
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and support 

Crisis response and referral 

including emergency relief 59 8 24 67 158 

Employment services 17 1 s 77 100 
Training and education 27 l 6 58 92 

Family violence 9 4 s 58 76 

Centrelink 95 5 9 108 217 

Child protection 3 1 1 61 66 
Family and child support 9 0 2 57 68 
Sexual diversity support 0 2 0 56 58 
Nursing 66 2 6 77 151 

Optometry 85 13 6 66 170 

Dental 88 7 22 81 198 
--

Podiatry 51 7 9 14 141 

Emergency department 

at a public hospital 20 1 12 91 124 

Mental health 47 3 17 74 141 

Emergency psychiatric 

service at a public hospital 11 l 4 72 88 
other health services 
not listed 24 3 10 70 107 

Disability support 31 1 7 59 98 
Drug and alcohol 33 2 9 61 105 . 
Aged care 16 1 1 63 81 
Legal aid 51 3 11 65 130 
Financial counselling 31 2 3 51 87 
Meals/Nutrition Program 381 3 7 28 419 

Sports 81 4 7 42 134 
Planned Activity Groups 142 4 6 39 191 

Volunteering 60 2 6 54 122 
Mentoring 25 1 3 47 76 
Pastoral care 45 2 3 58 108 

Total 1689 97 248 1877 3911 

Q47 Over the past four weeks were there any services that you needed 
which were not available to you or you could not use for any reason? 

occ PM SHM SMHOW All centres % responses 

No 74 83 138 84 379 79.45 

Yes 22 12 53 11 98 20.55 
Total 96 95 191 95 477 100.00 
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Q49 Do you part1opate 1n any oft~ foltrn.Jing activities outside of a drop-in centre7 

Never Rarely Somet,~s. Ofttm Toto/ 

Ch1.1rch group 285 21 75 55 436 

Sport group or gym membership 330 12 30 48 420 

Choir 375 2 13 14 40.f 

Other community or soc1af g.roup 279 7 59 64 ,f(B - -
M~ venues. IM shows 198 18 7S 21 412 

Libraries. museums, art galleries 223 13 107 97 440 

VoluntHt1n9 287 6 41 52 386 

Total 2077 79 400 351 2907 

QSO As a result of ·•tt~ding this drop-in <.entre, would you ScJY there has bttn 

positive change fOf you many of thge •~as? Pleas• tick all that apply to you. 

number of 

responses % of sample 

Eat better 428 86.29 

Better address my physical health needs 318 64.11 

M~ able to manage my emotional and nental 

he-alth 274 55.24 

Less problematic drug and/or alcohol us~ 74 14.92 

Increased participation in healthy acttvibu 163 32.86 

Le.-irn new skills for getting through life 169· 3-4.07 

Do day-to-clay tasks m0fe easily 163 3286 

Know how to go about acc~sing the helµ r 
need 195 39.31 

More confident m my ability to make bett~ 

dadsiom 1U 37.SO 

Have a better place to live 90 18,15 . 
Have a safer place to live 94 18.9S 

Haw a more affordable place to Jive 74 14.92 

~er able to manage my tenancy 75 15.12 , 

Transition to housing more suited to my needs 53 10.69 

M~ke new friends 372 75.00 

Get involved in social o r leisure activities 213 42.94 

Reconnect w.th my family / my children 60 12.10 

Enrol to vote SI 10.28 

Fttl more part of the community 229 46.17 

Get involved in training, volunteering or work 69 13.91 

Obtain ID 39 7.S6 

Obtain my own bank account 20 4.03 

Resotving outstanding debts and/or fines 53 10.69 

~er able to manage my mont!y 82 16.53 

Total 3544 
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Survey data free text responses 

--" 
Q6 Where were 

CENTRE you born? country 

SMHOW Other sherlenka 

SMHOW Other Afgensten 

SMHOW Other Argentina 

SHM Other Asia 

PM Other Britain 

SMHOW Other CAMBODIA 

SHM Other Canada 

SHM Other Check 

ace Other China 

occ Other China 

SHM Other China 

SMHOW Other CHINA 

SMHOW Other CHINA 

SMHOW Other china 

SMHOW Other CHINA 

SMHOW Other CHINA 

SMHOW Other CHINA 

SMHOW Other China 

SMHOW Other China 

SMHOW Other China 

SMHOW Other CHINA 

SMHOW Other CHINA 

SMHOW Other CHINA 

SMHOW Other CHINA 
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SMHOW Other CHINA 

SMHOW Other Chine! 

SHM Other Croati.3 

SMHOW Other CZECHOSLOVAKIA 

SMHOW Other EASTTIMOR 

occ Other Egypt 

occ Other Egypt 

SHM Other Egypt 

occ Other El Salvador 

occ Other El Salvadore 

occ Other England 

occ Other England 

occ Other England 

PM Other Engfar,d 

PM Other England 

SHM Other England 

SHM Other England 

SHM Other Englar1d 

SHM Other England 

SHM Other England 

SHM Other England 

SMHOW Other ENGLAND 

PM Other English 

SHM Other English 

PM Other Ethios;ia 

SMHOW Other Fiji 
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SMHOW Other France 

SHM Other Germany 

SHM Other Germany 

SHM Other Germany 

SMHOW Other GREECE 

SMHOW Other greek macedonian 

SMHOW Other Hiungry 

SHM Other Holland 

occ Other Hong Kong 

occ Other India 

PM Other India 

PM Other India 

PM Other Iran 

SMHOW Other Iran 

SHM Other Iraq 

SHM Other Ireland 

SHM Other Irish 

occ Other Israel 

SHM Other !tali 

occ Other Italy 

SHM Other Italy 

SHM Other Korea 

PM Other Leberlon 

SMHOW Other Mexico 

--- --

SHM Other Neithlands 

----occ Other New Zealand 

- ~----
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QC( Other New iealand 

QC( Other N~Zealand 

occ Other New;~ealand 

occ Other New 7.ealand 

QC( Other New Zealand 

occ Other New ! ealaod 

PM Other , New l eai'and 

PM Oth•r Nftllealand 

PM Other ~Zealand 

PM Other New Zealand ' 

PM Other New Zealand 

~ 

SHM . Other Nt"w Zealand 

SHM Other New Zealand 

SHM Other New Zealand ' 

SHM Other N~aaland 

5HM Other NewZ~aland 

SHM Other Newzeal.lnd 

SMHOW Other NEW ZEM.ANO 

- - '--
SMHOW · Other NEWZEAlANO 

- - - ·• 
occ Other Ne~ Zealand 

PM Other Nell Zealand 

.: sHM Other Ne-w zeal.1nd 

PM Other New Ze.atda 

SMHOW . Other Not sure 

SHM Other Nth afica 

SHM Other NZ 
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SHM Other Peru 

SHM Other Philippines 

SHM Other Phillipanes 

SHM Other Philppines 

SHM Other Png 

PM Other Poland 

SHM Other Polland 

SHM Other Romania 

PM Other Russia 

SHM Other Russia 

SHM Other Singapore 

SMHOW Other South Africa 

SHM Other South Africa 

SHM Other South amecia 

PM Other South Korea 

SHM Other Temore 

PM Other Tonga 

SMHOW Other Turckey 

PM Other Uk 

SHM Other UK 

SMHOW Other UK 

PM Other Ukraine 

occ Other United kingdom 

SMHOW Other UNITED KINGDOM 

---- ·->-- ----
PM Other United stat s 

SMHOW Other VIETNAM 
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SMHOW Other VIETNl,M I 
-

SMHOW Other VIETNAM 

'SMHOW Other VIETNAM 

- -- -
SMHOW Other Vietnam 

S~W Other VlETNAM 

SMHOW Other Vietnam 

SMHOW Other Vietnam 

SMHOW other VfETNW 

occ Oth1?r Vietnnan 

Hyou 

answered 'No' 

to QI what is 

QI Is Enslsh your yourmafn 

CENTRE main lansuase? la"luace? 

SMHOW Yes Afgan 

- - -
PM No Amhi:(ic 

' SHM No Ar.lbi:: 

SMHOW No CANTONESE 

occ CantCinese 

SMHOW No Chm!-se 

SHM 'No Croatian 

SMHOW No CZECH 

PM Engli;h 

SMHOW No 
hen~ 

SHM No German 

SMHOW No HAKKA 
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occ No Italian 

SHM No Italian 

PM No Kannada 

SHM No Korean 

occ No Maderine 

SMHOW No MANDARIN 

SMHOW No MANDARIN 

SMHOW No MANDARIN 

SMHOW No MANDARIN 

SMHOW No Mandarin 

SMHOW No Mandarin 

SMHOW No MANDARIN 

SMHOW No MANDARIN 

SMHOW No MANDARIN 

SMHOW No MANDARIN 

SMHOW No MANDARIN 

occ Mangerine 

SMHOW No Manrien 

SMHOW Ves Menderlin 

New Zealand, 

PM No Maori 

SMHOW No Persen 

Persian and 

PM No arabic 

SHM Ves Philippine 

SHM No Pigin english 

SHM Yes Polish 
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1PM No Russi<>n 
I 

occ No Spanish 

occ No Spani1h 

SHM No Spani~h 

SMHOW No Spanii h 

SHM No Tagalog 

PM No Toncrn 

SMHOW Ves Turklih 

SMHOW No VIETp,jAMES£ 

SMHOW No VIETNAMESE 

SMHOW No VIETNAMESE 

SMHOW No VIETtJAMESE 

SMHOW No Vietramese 

SMHOW No Vietnamese 

SMHOW No Vietr>amise 

Q45 What do you like most about this drop-In centre? - Other 

a lot of support and help with dealing with violence (attending court and doctors 

appointments}, material aid 

Access facilibes and have a sleep and meals. 

-- ---- - - --- -
All types of support 

Being engaged in ot her programs 

Btekky. For fucks sake .... Please cook the toast on BOTH sides. I not feel like a social 

fuck up If the toast was normal. A small detail but this is not Dubhn 196S ! ! I I I! I !.I 

conradey 
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Familure 

Food 

Food 

Food is good 

food, breakfast, lunch, and are unable prepare meals at home 

Foods good 

For a meal and have a shower 

free meals 
,_ -

Friend! 

fun activities 

Getting out in fresh air 

Good looking girls 

Good meals 

Helps me connect with other services And my pet makes people feel at ease 

Home made meals 

It's free 

It's very relaxing 

just for the facilities that after available example lunch breakfast showers 

like the food 

Meals 

Meals 

Meals 

Meals 

Meals 

--~---
Meals and catching up 

---
Meals and connect with other services 
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Meals and keeps me oc I 

I 
Meals and to use shower 

Meals. 

Meats. To use facilities 

Nice staff 

Nicesttff 

PlAY POOL, HAVE BREAl<FAST 

Socia-I 

Socia I connection 

Somewhere to go when there's nowher~ to go 

Staff and play pool 

Staff are friendly 

Staff are friendly 

Support my artistic activities 

That it gives the chance to help and volLnteer 

The chef, he makes really great soups 

The staff 

The staff are genie 

- - --To come to a base provides footing 

---To 1et fit 

To get something to eat 

To meet a friend 

To retaKed 

To use facilities and meals. 

To use showers 

WORKERS ARE POLITE ANO GOOD. 
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Q48 lfyou answered Ves to Q47, what were the services you needed and why were you 
unable to use them? 

-- ------
A massage 

-
Accomodation low on funds 

Accomodation low on funds 

Anger management 

ASSISTANCE FOR PRESCRIPTIONS, UTILITIES BILLS 

asthma attack at home 

Because I don't have a Centrelink number services won't help me. 

Centrelink 

--< --~----- -- -- --
Centrefink ,emergency housing 

Centrelink on strikes 

-·------·-· 
Centrelink, they wouldn't assist me with what I needed and said "that's the system" 

"-----> 
Centre ... no computers! 

--
Close on holidays here 

Closed down services in gardenvale 

---~ --~- -,---· -·---· -- - - ··-- .. ·--. ·-----"--------·-·--·--~-
Clothing, don't have any here. Food vouchers, hard to get 

COMPUTER SERVICES 

-----
Could not use computers 

Couldn't get food vouchers because I was told I wasn't due to get one. 

Couldn't use services because I wasn't in the catchment area 

Dental- overbooked. And I had to go to an aboriginal health services 

Dentist 

Disability 

Doctor Meds 

Doctors 
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Doctors services 

Doctors, ,r10 appointment availuability 

Doctors. Had to be there by nine am and :ooldn't use after nine due to their rules 

Due to drinking 

Earty, intervention/advocate 

thgibility criteria, preventing access to an sen,ices 

Emergency medical service, knocked l>ic< becaus they were ~v. Rude receptlontst Access 

Health. 

Emergency relief as there was no duty w;:,rker today 

E mplovment , facilities for washing ' 

Family loc;ation (considered exdudedne!s) 

Famliey volice 

Fl"'-ANCIAL ASSISTANCE 

Food , clothing, support, 

For housing 

-
General 

Hearing test 

Housing 

Hou$ing 

housint suPPQrt 

Housing worker. Wasn't available to se':! me. 

Housing ... Transport (FiNncial sUpport) 

---
I couldn't handle the wait so I walked c,ut. 

I don't have an Income and when I asked for $17 to get my photo Id I was t here was no 

funding that was here at Oz Community. I then went to Salvos a.nd t hey he~ped me. 

I have no phone number 

I keep getting told that they ~ve no more funding for me. 
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I Need to get out of the house 

I was drunk and couldn't get a blood test 

I was told I wasn't suitable even though I was homeless 

If not well can't get to the appointments 

lnterumm housing 

Lack of support and neglection 

Launch housing (St Kilda) said they couldn't help me with accomodation 

launch housing, said cant help me anymore because they paid two weeks for me to stay at 

the Gatwick 

Legal advice 

legal Advocacy 

Legal matter due to not going through with it 

Medcall 

Medical services housing 

Mental health 

-· 
Moving into my room 

---<---,~~--- ---··-
Music ever &art 

-
N/a 

Needed support and dental care and financial assistance 

Needles aboriginal case workers 

Nursing staff not available and no doctor available on the days that they are rostered on 

On weekends , nothing is opened 

Only one computer on sight to use and can be used by others 

Pain relief at Alfred hospital due to my honest admission that I occasionally use Iv drugs. That 

ended up being the closest to torture I have ever endured. So fucking angry and resentful 

Photograpth work 

Public holiday 
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Public holiday I couldn't use the laundry 

Rainbow connections Aot enough numbe-s so couldn't go 

Resource room shm dosed for days at a t ime due to under staffing. lack of prior notice for 
clients 

Saivatlon Army crisis accomodatioo 

~ng i was trap when i lost my keys 

Soap in the toilet 

-Table tennis 

Te~room 

There was no vofunteers for the emergency relief at St Vincent de Pauls and I am always being 

advised that there never is every t,me I ring. 

There were times when couldn't help prtWide service 

There's no n.ight time meals like this ser\'iCe available. 

They were not in knowing nor supportiv~ 

To gateway 

Too far from me 

Too sick to go out 

Transitional housll'li not avaHable 

Transportation 

Understaffed fadlitles 

Used l.!P my food vouchers for the sixth month period -
Wanted legal aid assistance was not ab e to access 

Wanted to access Yoga activity twice but the instructor was not avatlable. Wanted to access 

the haircutting service but missed it since it is only provided once per month. Would like to 

access second hand food services but don't know how to .. 

Was a public holiday 
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I, 

\ 

From: 
Sent: 
To: 
Subject: 

Frtday, 17 Marcil 201711:1BAM 
CoM Meetings 
Re: Future Melbourne Committee Submission In relation to Homelessness and Public Amenity 

This is to request that the Submission I made to the Future Melbourne Committee on this matter be referred 
to the Submissions Committee. I also request an opportunity to speak to the Submission on March 30th. 

Thank you 

Urban Seed 

· ,W: ;www.urbanseed.grg 

.•. because everyone needs a place to belong. 

11Do not be daunted by the enonnity of the world's grief. Do justly now. Love mercy now. Walk humbly 
now. 
You are not obligated to complete the work. But neither are you free to abandon it (from The Talmud}" 



From: 
Sent: 
To: 

Wufoo <no-repty@wufoo.com> 
Monday, 6 February 2017 8:31 PM 
CoM Meetings 

Subject: Council and Committee meeting submission form [#888} 

Name:* 

Email address: * 

Contact phone number (optional): 

Please indicate which meeting you would like Future Melbourne Committee meeting 

to make a submission to by selecting the 

appropriate button:* 

Date of meeting: * 

Agenda item title: * 

Alternatively you may attach your written 

submission by uploading your file here: 

Tuesday 7 February 2017 

Homelessness and Public Amenity 
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LJhomelessness and public amenity sybmission.docx 402.44 KB 

• DOCX 

Please indicate whether you would like to Yes 

address the Future Melbourne Committee in 

support of your submission: 

(No opportunity Is provided for submitters to 

be heard at Council meetings.) * 

Privacy acknowledgement: * I have read and acknowledge how Council will use and disclose my 

personal information. 



UrbanSeed 
Future Melbourne Committee 
February 7th, 2017 

elessness and Public Amenity Submission 

nSeed 

Street homelessness is obviously a problem in the City of Melbourne at the 
moment. Some tourists don't like seeing it, businesses are sick to death of it, and 
the Council is struggling to know how best to treat it Most of the rough sleepers 
are not keen on it either. In many ways rough sleeping has become rough 
camping and it's a growing problem. 

When I was a Councillor with the City of Melbourne the Commonwealth Games 
were upon us. There was talk of moving the Homeless on to the outer suburbs 
and hiding them in cheap motels for the duration of the Games. The City of 
Melbourne stood up against this and developed their 'Homelessness Protocol'. 
The Council officer who put it together was Nanette Mitchell, a champion of 
human rights and the marginalised. In explaining the Protocol's approach she 
said: 
'The principles of the protocol are based on a human rights approach which is 
consistent with the City of Melbourne Homelessness Strategy 2006-2009 and 
the current Homelessness Strategy 2011-2013. Key principles of the protocol 
are that all people have the right to be in public places, participate in public 
events and activities while at the same time, respecting the right of local 
communities to live in a safe and peaceful environment. People experiencing 
homelessness were actively involved in discussion and development of the 
protocol" (Parity, Vol.25, Issue 2, May 2012). 

The City of Melbourne was praised for taking a human rights approach and it 
became an example to other municipalities and organisations on respectfully 
addressing the issues surrounding marginalisation. I urge the current Council to 
live up to this fine reputation in addressing the complexities of rough sleeping 
today. 

The proposed draft of the Activities (Public Amenity and Security) Local Law 
2017 seeks to address two major issues. The first is what has become rough 
camping compared to rough sleeping and the second (which is largely a result of 
the first) is the amount of property left unattended in the public space. The 
definition of camping as compared with sleeping is paramount in consideration 
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of these amendments and their impact on the most vulnerable human beings in 
our City. 

This definition is addressed within the proposed changes by simply deleting in 
paragraph 2.8 the words 'in a car, tent, caravan or any type of temporary or 
provisional form of accommodation'. The lack of clarity around 'any type of 
temporary or provisional form of accommodation' is where my concern lies. If 
this extends to a roll out mattress and/or swag and/or blankets then it 
effectively outlaws rough sleeping and is therefore antithetical to the City's 
homelessness protocol. I urge the Council to address this lack of clarity to make 
sure that rough sleeping is not outlawed in the City. 

I also refer Council to the draft United Nations resolution on 'The New Urban 
Agenda', coming out of their Habitat 3 Conference in Quito Ecuador, 2016. 
Paragraph 11 of this document talks of the right to the city for all people and in 
later paragraphs applies that to the City's most vulnerable. This is one of the 
underlying features of Melbourne's Homelessness Protocol and we have the 
opportunity to continue to be a leader in human rights with the disadvantaged in 
mind. I urge Council to not take a step backwards in this area. 

I applaud the City's efforts in other areas that seek to create sustainable 
pathways out of homelessness. The commitment to resource supported housing, 
to seek safe spaces for sleeping, and to create expert panels to address the 
deeper problems are just examples of this commitment Thank you. However, the 
ongoing, increasing problem of rough sleeping needs to be addressed in humane 
ways while more sustainable pathways are being implemented. 

There are ways to work with this problem that address the rights and 
responsibilities of all groups of people effected by the problem. Here's a few 
ideas that need to be discussed in a forum of all effected parties before any far 
reaching, ineffectual 'solutions' are passed down. 

• The Council needs to differentiate between rough sleeping and rough 
camping. Its one thing to ban camping on the streets of the City but quite 
another to ban rough sleeping. 

• There's a movement in various places around the world, Sydney and 
Hobart included, that provides lockers for the use of the homeless during 
the day. Rough sleepers have their belongings packed up by a set time in 
the morning and they put those belongings into storage lockers in the 
area, provided by the Council. They access those lockers in the evening to 
set up their rough sleeping for the night. If their belongings are not 
removed by the set time in the morning Council workers clean them up. 

• One of the problems associated with this action is the displacement of 
rough sleepers during the day. A solution would include the setting up of 
various Drop-in Centers across the CBD to be places of welcome, 
activities, skills training, and service provision that would help create 
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sustainable pathways out of homelessness, while treating the homeless 
with dignity. A lot more needs to be done in envisaging and then 
implementing this program but for now it needs to be seen in association 
with the idea of lockers, for the lockers by them selves would create a 
huge displacement 

At Urban Seed we are ready to work with Council, Victoria Police, and Service 
Providers to address the problems of street homelessness. We bring over 21 
years of experience in Community Development and Place Management, 
personnel trained and experienced in these areas, City property that can be 
utilized, and a generally good reputation with those experiencing homelessness. 

We are ready when you are. 

Urban Seed 
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r i, 

From: 
Sent: Tuesday, 14 February 2017 4:17:25 PM (UTC+10:00) canberra, Melbourne, Sydney 
To: CoM Meetings 
Subjed: RE: Future Melbourne committee submission In relatton to Homelessness and Public 
Amenity 

Ptease refer my submission for consideration. 
I will not be making a verbal submission. 



( 

Name:• 

Email address: * 

Contact phone number (optional): 

Ph!ase Indicate which meeting you Future Melbourne Committee meeting 

would like to make a submission to by 

selecting the appropriate button: * 

~ of meeting; * Tuesday 7 February 2017 

Agenda item title: • Homelessness 

Please write your submission tn the ft fs not the City of Melbourne (COM) responslbiltty to solve 

space providad below and submit .b¥ Victorian homelessness. This lssue Is a State Govt problem. 

no liltr tban noon on the divot die 
sGbttfui.l :mMtlnQ, We encouragti you The COM .should focus on It's responsibility to look after it's 

to malce )'OUr submission as early as 

poulble. 

ratepayers. In the CBP this means keeping the city ~ most 

liveable city In the world". Allowing beggars, rough steepers 

and drug addicts to take over public spaces makes the city 

seedy and unwelcome for visitors and regular users of the 

COM. 

Do everyone a favor intludlng the bums that have taken owr 

the streets and send them back to where they came from. 

Please indicate whether you would like Yes 

to address the Future Melbourne 

Committee In support of your 

submission: 

(Na opportunity Is provided for 

submlttr!rs tD be heard at CouncU 

meetings.) • 

Privacy acknowledgement: * l have read and acknowledge how Council wlll use and 

disclose my personal Information. 



( J 

' I 

( 

From: 
Sent: Tuesday, 14 February 201712:59:54 PM (UTC+lO:OO) Canberra, Melbourne, Sydney 
To: CoM Meetings; 
Subject: Re: Future Melbourne Committee Submisston In relation to Homelessness and Public 
Amenity 

Attention - Manager of Council Business 

Further to my written submission to the Future Melbourne Committee meeting on the 7 
February 2017 (in retatlon to agenda item 6.2, 'Homelessness and Public Amenity). 

I would like my written submission to the Future Melbourne Committee meeting on the 7 
February 2017 (in relation to agenda item 6.2, 'Homelessness and Public Amenity), to 
be referred to the Submissions (Section 223) Committee for consideration. 
I would also like to make a verbal submission in support of my written submission. 
I will also make a further written submission following the advice and comments from the 
Lord Mayor asking for substantive data to assist Council in making a decision . 

I am in the process of completing a further submission and request that my original 
submission be fotwarded in accordance with your email . 

The additional submission and clarlflcatlons will be forwarded to the 
link http:/fwww.melboume.vic.gpy.au/news-and-medialpublic-notices/Pages/public­
notic;:§§,aspx that you have provided . 

As I was informed at the time of the first meeting at Melbourne City Council , I have 28 days 
from that date to submit an additional submission which I hope will be of some assistance to 
the Lord Mayor and CounciUors in shaping a By Law that will be of benefit not only to the 
City of Melbourne but to all those that take an interest in the future of this City , the way its 
response is viewed gtobally and deals with the crisis locally . 

Yours 

Outreach Ministries Australia 
'Reaching out to all those in need ' 

Public notices - City of Melbourne 

www.melbourne.vi<;.gov.au 

Access all current public notices issued by Melbourne City Council. 



( 

Name:* 

Email address: * 

Contact phoffll 

num~r (opttonal): 

Pfease tndtcate 

which meeting 

you would like to 

make a 

submission to by 

selecting the 

appropriate 

button:* 

Future Melbourne Committee meeting 

[)ani of meeting: • Tuesday 7 February 2017 

Agenda item title: Homelessness and public amenity Agenda Item 6,2 

* 

Please Write yc,ur submlslfon In the· space provided beltiW and submit bJ no lator tbao noon on them 
of b lfdleduled Q'.!Mtlng. We encourage you to make your submission u earty u posslblf, 

As a Chaplain for Outreach Ministries Au_straUa , a resident of Melbourne. Vittorfa I come Imo contact 

with a lal'§ie number oflnalviduals t:hat have recently been the su~ ·of much negative Mlldla 

Publlcltv • I am aware th;¢ Homelessneu is. at a c:rtsf!$ level in Victoria and ls hot confined to the 

Melbourne CBO. It ts obvious thatthere are mtmbers ofwhat maybe toosely dasctibe.d as the 

'Homeless Community' that have at times behav~d ln inappropriate and antl-soctal behavtours. Such 

bellavlours are not confined to the Homeless Community but gtven the vfsibfllty of lndMduats • their 

behaviours are more eastfy seen and are easily viewed out of context. Many of those with whom l hav.e 

spoken personally choose to five In the cao simply because it offers a -degree of safety and the abllltv 

to find shelter and extant setVCices • The proposed legislation does not address the many causes of 

homelessness and the varied circumstances that cause this crisis. The lifestyle cannot be seen as a 

persons first option In terms of finding safe spaces • Squatting in abandoned bulldlngs ls at best a 

short term sofutlon for those dealing with muttiple problems , a history of abuse and adverse 

Interactions with established service providers. ( See Royal Commission Into abuse of Chtidren In care 

). Thus certain service providers are viewed with suspicion and altho11gh these prO\'lders do offer 

genuine support , the options offered are short term onty. The fact that there are those that have for 

many reasons opted out of what are seen as acceptable fife styles and become 'rough .sleepers' must 



not dictate an approach that demonizes and creates the image of the less worthy. This approach will 

only make the most vulnerable in these Communities more vulnerable to physical and emotional abuse 

• I can understand that the Rate Payers and Business owners have an Interest fn ensuring that their 

'City' Is seen as a safe space for vi sltors and those seeking to enjoy the amenities of Melboume have a 

desire to have Melbourne seen in the best possible light. We alt want to be proud of Melbourne , a City 

that could easily be a leading light in addressing the genuine needs of the Homeless and with some 

insightful research and street work a model could be created that could be World's best practice. It Is a 

reality of homeless life that the individual is compelled to carry all their personal belongings with them 

, the uglier reality is that leaving anything valuable exposed and un-attended leaves that person 

vulnerable to theft . The proposed confiscation of un-attended items ts at best a short term approach , 

at the other end of the spectrum of social justice it would compel those with few funds to pay 

penalties and fines which would In due course turn otherwise law abiding people into criminals of sort 

for non-compliance. The LOrd Mayor bravely stated that Homelessness is not a Crime and I would ask 

the Lord Mayor to make those words his mission. The recent media created hype has done little to 

enhance the Global Image of the Homeless plight. Nor should we allow anv group to hf]ack the agenda 

and crisis for their own ends. Members of the Homeless Community have their own voice , their own 

stories and there are none that can claim with any legitimacy that they represent the many 'individual' 

stories and narratives Involved with this Crisis. A heavy handed approach will simply shift people into 

other outlying suburbs that have no establlshed links to service providers and lack the great number 

of service providers ( secular and faith based ) already operating in the Melbourne CBO. One must also 

consider that the. very exl$tence of such projects a5 614 Is a supportive environment for people facing 

extremi!s . The need for basics , blankets and shower facilities are slowly being addressed mostly 

through the efforts of Volunteer Croups. Melbourne weather can be unforgiving and I am unable to 

find statistics that indicate the rate of admissions and the use of Medical Systems that meet the needs 

of those that are rough sleepers or other homeless. There should be thought given Into the provision 

of lockable and secure spaces for the storage of personal belongings • The sad reality Is that there Is 

simply not enough In terms of affordable housing , Public Housing too ls stretched In meeting the 

demands of our Society. On the other hand , the fact that many non Government and Volunteer groups 

formed to address the perceived needs of those seen as homeless can be viewed in the light of serious 

Community Building. Breaking down stereotypes and perceptions even between volunteer groups 

from varied multi cultural backgrounds • This unplanned outcome highlights the beauty of Melbourne 

as a diverse and caring Community and this should be encouraged • Police powers as currently In place 

are adequate to deal with those crimes that are reported or detected . To place a greater burden on 

Police Jn dealing with what is a social problem seams Inappropriate to me . It might be better to give 

Police access to appropriate links and support services and approach this matter as a community 
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Welfare Matter that will enable Police to communicate wfth 'Rough Sleepers' and the 'Homefess' in their 

duties to ensure public safety and address other security concerns. It ls not difficult to assume that It 

ls the very people on the street that will quickly notice something that may be suspect or present a 

security concern { If security Is an Issue}. The claim that up to 1 50kg of material Is being removed 

week.Iv{ see Age 2nd February) seems a canard to me. It would not be Impossible to colfea such a 

quantity ofwnat Is deemed waste from any other Community, be it the urban street or the l>lns that 

deal with waste In ttie CBD. Homele$s and Housing mav 90 hand In hand and the Council could easily 

appoint support officel'S that deal with those In Cr Isl$ In a caring and supportive way • The current 

approach of created conflict and perceptions of the less worthy will sfn,ply drive people ll'ltO e\len tess 

safe spaces and possibly expose them to criminal behaviours that exploit their vulnerable status at 

this ti me . Melbourne as a City will always attract those that see the bright tfghts as a beacon of hope 

I.e. Employment and Social tnteractlon. From mv own experiences I found that within some Homeless 

(
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• Communities there are supports for Individuals that are lacking elsewhere, a sense of Communtty and 

belonging that has declined in many areas • Soehtl Isolation , fleeing frol'rJ domestic violence or simply 

opting out of the perce!Ved acceptable social forms of living should not allow Melbourne to become a 

place that is less caring and concerned for the weffa~ of those experiencing difficult times often 

through sets of circumstances that are well beyond them and would probably present prelble.ms to any 

of us where we to find ourselves la eking a roof. I cannot speak for the Homeless , I cannot speak for 

the rough sleepers. I can though convey my own personal observations and I am aware of many ~f the 

personal stories shared with .me • Melbourne CJty Council • led by our Mavor , i;oufd ea.iffy become a 

City that becomes a global example. If the :suggested figures of around 250 peopJe as homell!ss fn the 

CBD, this f5 not a great number given the overall p0putat1on. If the 'Homele,s' are forced to move on 

they will be denied a«e$S to the already established support services. To me It would be better to 

establish more safe spaces , reduce the impact of criminal behaviour on the Homeless ( they too fall 

victim but often fall to report Incidents for fear of repercussions ). It should also be COllSidertlrl that 

what ever decision Council makes , that change or proposed legislation m(.lst comply with the Victorian 

Charter of Human ~lghts. The recent events as demonstrated In the Media should be viewed as a 

golden opport unity to acknowledge a crisis and find positive and life enhancing wavs to deal with 

individuals. Making individuals dependent will not work , but empowering and being lnvc;tved in the 

decision mak~ng process will change the dynamics that have been created • 
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